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work lies in confined or vitiated atmospheres 


—there develops a syndrome of anorexia, — 
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tions. Reduced hours of sleep and dietary 
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THE PRESENT STATUS OF AMINOACRIDINE a (FLAVINES) 


AS SURFACE 


BY 


ANTISEPTICS 


C. H. BROWNING, MLD., F.R.S. 
(From the Bacteriology and Pathology Department of the University and Western Infirmary, Glasgow) 


Infected war wounds again demand efficient chemotherapy 
as an adjunct to surgery ; and while fulfilment of the high 


. promise of penicillin waits on ample supplies, limitations 


in the performance of the sulphonamide series present 
themselves (Spooner, 1941; Francis, 1942; Mitchell and 
Buttle, 1942). The last-named workers have now returned 
to proflavine. Acriflavine and its precursor, proflavine 
(salt of 2 : 8-diaminoacridine), were introduced by us in 
1917 as surface antiseptics because—they are powerfully 


- bacteriostatic towards the important pyogenic organisms ; 


serum does not diminish this action, although blood some- 
what reduces it and pus greatly ; toxicity for the body as 
a whole is not high; they are comparatively unirritating ; 
and phagocytosis is little interfered with. It is appropriate 
to review briefly the present status of the aminoacridine 
group of drugs (“ flavines ”’) and possibilities of future im- 
provements in them. Experimental results will be stressed, 


since patients should be subjected to new compounds only - 


after their action has been closely studied in the laboratory. 
Further, experiments can be duplicated with the minimum 
of variation, which is difficult clinically.* When drugs with 
outstanding properties are discovered in the laboratory it 
remains for clinical skill to utilize them to full advantage. 


Antiseptic Action 


The diaminoacridine compounds proflavine and acriflavine 
are antiseptics whose action is intensified rather than reduced 
when the medium contains serum (Browning and Gilmour, 
1913). This feature distinguishes them from all the powerful 
older antiseptics. When surgical experience after 1914 clamoured 
for improved treatment, these antiseptics were studied anew 
and proved highly potent. In serum, concentrations of 
1:100,000 to 1:200,000 sterilize Staphylococcus aureus and 
typical B. coli, and in dilute peptone water 1:200,000 and 
1:20,000 respectively. Streptococcus pyogenes is even more 
susceptible. Such high values are attained slowly, after 24 
hours’ contact—bacteriostatic action. However, brief contact 
with the drug, short of producing death, reduces the virulence 
of the organisms. B. pyocyaneus, B. proteus, and certain 
atypical B. coli may be highly resistant. Enhancement of anti- 
septic action is not displayed in a medium with only a low 
concentration of serum (10%). Although action is increased 
at a slightly alkaline pH, this may not entirely explain the 
serum effect. In defibrinated blood the killing rate is slowed 
(Rubbo et al., 1942); nevertheless there is powerful antisepsis. 
Pus greatly reduces antiseptic action, although not invariably 
(Gay and Morrison, 1921). 

Acriflavine of commerce usually contains some of its pre- 
cursor, proflavine ; but mixtures of the two in varying propor- 
tions differ little in antiseptic action (Berry, 1941). These dyes 
are strongly fixed by tissues and cotton fabrics, etc.: thus 
after 3 minutes’ soaking in 100 c.cm. of acriflavine 1: 1000 


* For a thorough discussion of_ the =<“ a of investigating 
SS antiseptics, see Garrod, » Lancet, 1940, 1, 


the fluid expressed from an average 5-g. gauze swab contains 
1: 1600 of the antiseptic ; with 1:5000 the expressed fluid con- 
tains 1:9000 (Graham). In applying wet dressings allowance 
must be made for this. S \ 

Recently Albert et al. (1938) and Rubbo et al. (1942) have 
introduced potent new acridine antiseptics, especially 2:7- 
diaminoacridine and 5-aminoacridine, the latter having the 
great advantage of being non-staining. 


Action on Cells and Tissues 


Toxicity for the Animal as a Whole.——Toxicity of a drug 
often varies remarkably according to the mode of applica- 
tion ; a striking illustration is the poisonous action of iron 
parenterally, as compared with its innocuousness in the ali- 
mentary tract. Amounts of antiseptics likely to be absorbed 
from wounds should not be harmful to the body as a whole. 
On subcutaneous injection into mice the “ average lethal dose ” 
of proflavine which causes the death of 50% of the animals 
in 2 to 3 days is 0.2 g. per kg. of body weight ; of acriflavine, 
0.05 g. (Albert et al., 1937). Accordingly, even the latter is 
not “a substance of great toxicity to animal tissues.” In the 
treatment of gonorrhoea intravenous doses of 0.1 g. thrice 
weekly (Jausion et al., 1931)f or 10 doses each of 0.04 to 0.08 g. 
at 2- or 3-day intervals (Assinder) have been well tolerated. 
These amounts are equivalent to 40 to 100 c.cm. of 1:1000 
solution ; thus toxic damage in man from acriflavine or pro- 
flavine absorbed from wounds has not occurred. Skin idio- 
syncrasy has been met with, although very rately (Young and 
Hawking). 2: 7-diaminoacridine is less toxic for mice than 
profiavine, and 5-aminoacridine is intermediate between pro- 
flavine and acriflavine. At the site of injection of flavines into. 
the closed tissues necrosis tends to occur with the higher con- 
centrations, hence care should be exercised in this method of 
administration. 

Epithelium.—lrritation of the rabbit’s conjunctiva is very 
slight after 3 minutes’ contact with 1:50 proflavine solution or 
1:150 acriflavine ; in contrast, brilliant green 1: 1000 is irri- 
tating, which corresponds with its effect on the human urethral 
mucosa. By this test the suitability of drugs for the local 
treatment of gonorrhoea was estimated. However, since irri- 
tation of wound surfaces is not caused by brilliant green, such 
results again emphasize the importance of the mode of applica- 
tion. 

Brain.—Russell and Falconer (1941) exposed part of a 
cerebral hemisphere in rabbits and applied ‘to the surface for 
10 minutes “lintine” soaked in a solution of antiseptic ; 
simultaneously 0.1 c.cm. was injected into the cortex. 1: 1000 
solutions of proflavine and 2 : 7-diaminoacridine in isotonic 


- saline buffered at a pH of 6.2 were practically harmless, like 


neutral isotonic saline, judging by histological examinations 
made 1 to 8 days later. On the other hand, acriflavine 1: 1000 
and euflavine 1 : 2000, like most other antiseptics, caused 
marked haemorrhage and necrosis. The effect in vitro of anti- 
septics on the respiration of brain tissue paralleled the above 


t 97,000 injections were given to about 6,000. patients. In some 
cases the dose was 0.2 or 0.3 g. 4089 
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results (Manifold, 1941). The tolerance to compounds of pro- 
flavine type is clearly of high significance for brain surgery. 


Leucocytes.—In the usual opsonic experiments in vitro the presence - 
of 1.: 500 to 1: 1000 acriflavine or proflavine reduced the phago- 
cytosis of a suspension of pyogenic staphylococci or streptococci to 
about 50% of the control. 5-aminoacridine behaved similarly, while 
the 2:7 derivative was somewhat more inhibitory (Albert ef al., 
1938; Rubbo ef al., 1942). With mercuric chloride, iodine, or crystal 
violet 1 : 3500 to 1 : 7000 led to a similar reduction. After 2 hours’ 
contact with 1 : 10,000 of the acridine drugs the phagocytic power 
of the leucocytes was little affected; according to Fleming longer 
contact with higher dilutions caused damage. The tests of Welch 
et al. (1942) indicated that acriflavine is not highly toxic for 
leucocytes. Albert et al. (1938) found that polymorphonuclear 
leucocytes after contact with 1 : 2000 proflavine or acriflavine for 90 
minutes at 38° C. were still moderately motile, although stained 
bright: yellow. But Abraham ef al. (1941) recorded rapid high 
toxicity with profiavine. Bond (1917) had shown previously that, 
as measured by the iodophil reaction, leucocytes in granulation tissue 
were not seriously injured by contact with preparations containing 
1: 1000 acriflavine. Fleming concluded that even a momentary 
application of flavine 1 : 1000 to the leucocytes sufficed to destroy 
their bactericidal power. However, Gay and Morrison’s observa- 
tions on mixtures of acriflavine, virulent streptococci, specific anti- 
serum (heated), and leucocytes showed that (a) low concentrations of 
the drug (1 : 128,000) produced sterilization, and (5) in its absence 
sterilization did not occur even when fresh normal serum (alexin) 
was added also. These extreme divergencies suggest that the workers’ 
methods decide their results in vitro. i 

Tissue Culture-——According to Mueller, Hata, Wolff, and others, 
profiavine, acriflavine, and certain related compounds are distin- 
guished by inhibiting streptococci in concentrations which are the 
same as or less than those damaging the tissues. On the other hand, 
Jacoby, Medawar, and Willmer (1941) found proflavine highly toxic 
for fibroblasts, macrophages, etc. Here again gross discrepancies 
appear. Since “ culture’ conditions represent a tour de force for 
animal cells rather than a normal state, comparisons reflecting 
adversely on the behaviour of cells in contrast to bacteria probably 
have little applicability in vivo. There are pathologists expert in 
tissue culture technique who consider that meanwhile this is too 
deeply involved in difficult problems of its own to be able to offer at 
the best more than a partial contribution to the solution of others. 

Granulation Tissue—I am indebted to Prof. D. F. Cappell 
and Dr. H. E. Hutchison (Pathology Department, St. Andrews 
University) for unpublished observations on absorption from 
treated wound surfaces. Flask-shaped wounds were made in 
the skin and subcutaneous tissues of rats by a special method ; 
into these were introduced gauze and the solutions to be tested. 
Following the application of 1:1000 proflavine or acriflavine 
several times daily, the wound surface failed to develop 
impermeability to tetanus toxin, which occurs in untreated 
wounds usually within a week. Similarly, granulating wounds 
which had acquired impermeability became permeable again 
after treatment for some days. There was no difference in 
action between the two drugs under these conditions. On histo- 
logical examination scantiness or alteration of the granulation 
tissue lining was a feature of the permeable wounds. But 
generalizations regarding permeability to toxins are not possible, 
because it was found that while newly inflicted wounds were 
permeable to the toxin of Cl. oedematiens, a state of impermea- 
bility set in after 18 hours ; and this condition was not affected 
by the antiseptics. Further, in such experiments the anti- 
infective property of the drugs was intentionally excluded by 
using preformed toxins. Actually, these treated wounds were 
kept practicaily free from pyogenic infection, which occurred 
conspicuously in the untreated controls. 


Chemotherapy of Recent Infections _ 


Inoculation of recent wounds in guinea-pigs with virulent 
B. diphtheriae or in mice with virulent streptococci, or intra- 
peritoneal inoculation of the latter, affords a most valuable test 
object. Failure to devitalize the organisms in each case quickly 
leads to death of the hosts. With B. diphtheriae brief washing 
of the infected wound with acriflavine solution (1: 100 to 
1 : 2500) 1 to 2 hours after inoculation regularly saved the 
animal’s life. Washing with isotonic or 5% saline failed (13 


acute deaths out of 14 animals), as usually also did treatment 
with carbolic acid 1:20 to 1:100 or bipp. Successful 
results with aminoacridine compounds have been repeatedly 
obtained in recent wounds of mice inoculated with streptococci. 
So, too, after intraperitoneal inoculation one intraperitoneal 


injection of the antiseptic after an hour’s interval saved the 
life of 60% (Browning et al.,- 1931). It is noteworthy that drug 
treatment of wounds infected with streptococci may succeed 
although excision fails to prevent general infection. An impor- 
tant fact is that a dose of the antiseptic sufficient to save the 
animal’s life may, in the same concentration, take some hours 
to kill the streptococci in vitro. Thus the therapeutic action is 
clearly a co-operative effect—the defensive powers of the 
host disposing finally of organisms whose virulence has been 
reduced first by the drug. This reduction in virulence would 
explain clinically successful suture of treated wounds whose 
surfaces still harbour many organisms. These drugs also are 
effective in some infections with anaerobes. Recently McIntosh 
and Selbie (1942) inoculated mice intramuscularly with at least 
100 times the fatal dose of Cl. welchii and then treated the 
site by injecting a drug. A well-tolerated dose of proflavine 
(0.5 mg.) was somewhat more efficacious in preventing death 
than 80 times as much sulphanilamide or sulphathiazole. Both 
classes of compounds acted when injected after an interval suffi- 
cient for some penetration of the organisms into the tissues, 
whereas zinc peroxide failed under the latter conditions. 
Hawking (1941) likewise found proflavine effective in guinea- 
pigs. Accordingly, so far as the aminoacridine antiseptics are 
concerned, an unequivocal “ yes” can be given to the question, 
“Is it possible, by the use of an antiseptic, to destroy an infec- 
tion in a freshly inflicted wound before the bacteria have had 
time to grow out?” 

There is no evidence that subcutaneous and muscular tissues 
of animals behave so differently from those of the human that 
what holds true in principle of the former will fail in the latter. 
Successful prophylactic treatment of recent wounds in man with 
acriflavine or proflavine has often been recorded (Drummond 
and McNee ; Colledge et al., 1917). Two criticisms have been 
expressed. First, the results could be obtained equally by 
débridement alone. In view of the experimental work this 
objection falls. Secondly, “Is it justifiable for the surgical 
pessimist who distrusts his own cleanliness to use antiseptics in 
an attempt to cover up his own deficiencies?” This taunt 
ignores the fact that even surgical wounds are sites of diminished 
resistance and so are liable to infection—e.g., from the circula- 
tion. The development of spontaneous metastatic gas gangrene 
affords clear evidence of this route of infection (Learmonth, 
1924). Suitable antiseptics should be used prophylactically for 
all wounds, simply because no one can foretell when, without 
their aid, even a minor trauma will result in major sepsis. 
Charteris’s work with the oily preparation of proflavine oleate 
for avoidance of sepsis in radium therapy is another outstand- 
ing surgical application. 


Treatment of Established Local Sepsis 


Suppurating wounds as met with in man are not readily 
imitated in laboratory animals. Consequently one must examine 
well-controlled clinical evidence. For example, in Carslaw’s 
case (No. 15), suffering from extensive bomb wounds of the 
face, great loss of tissue, and much suppuration in spite of 
treatment successively with iodoform gauze and moist eusol 
dressing, resort to flavine was followed in two days by great 
improvement in the general state, the inflammatory condition 
of the skin and soft tissues rapidly diminishing and large 
sloughs separating. ‘This case illustrates the rapidity with 
which flavine can clean up a foul lacerated wound which was 
not yielding to other methods of treatment.” Graham recorded 
an unexceptionable experiment: three fairly severe burns of 
similar size affecting the hand and forearm—the whole depth 
of the epithelium being destroyed—were treated within an hour 
with acriflavine. After two days the dressing on the least severe 
burn was changed to wet boric acid lint, whereupon, unlike the 
others, it became painful and suppurated ; return to acriflavine 
restored the good progress. 

Carslaw’s general method in war wounds was to secure an 
“ open” wound with adequate drainage, any accessible foreign 
body being removed. Strips of gauze well soaked in 1:1000 
flavine were lightly packed into the depths of the wound, which 
was then covered with folds of gauze similarly soaked, the 
whole being’ covered with waterproof. The folds of gauze 
were changed once or twice a day, but the packing was not 
as a rule removed until 48 hours after introduction. Bashford 
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and his co-workers, while emphasizing defects of treatment with 
these antiseptics, nevertheless stated that “ pus was generally 
very small in amount, and.even where it had been present it 
usually rapidly diminished in quantity.... Any spreading 
infection that already existed generally subsided quickly. . 
The patient is apparently protected in some way from the 
absorption of toxic products ”*"—surely no mean achievement. 
Recently in the Middle East Mitchell and Buttle have dealt 
with “ wounded men who, either in spite of chemotherapy or 
more probably owing to its inadequate application, arrive at 
the base with their wounds in a grossly infected and purulent 
condition. In these cases the sulphanilamide drugs can do no 
more than prevent the spread of infection and they have com- 
paratively little influence on the course of the local suppura- 
tion.” The wounds were commonly deep or extensive, often 
involving bones or joints. The novel procedure of applying pro- 
flavine in dry powder form was adopted, it being spread over the 
whole surface of extensive wounds or cavities—never exceeding 
2 g. in any case, and usually only about 0.5 g. or less, depending 
on the size of the lesion. It was never employed on more than 
two or three consecutive occasions, at intervals of 4 to 28 days. 
Most patients found the dressing painless. Improvement fol- 
lowed proflavine irrespective of the type of infective organism ; 
and good results might be attained in cases which had failed 
to respond to one of the sulphonamide series. No other drug 
was as effective as proflavine in controlling or eliminating 
staphylococcal infection. Oily preparations of proflavine oleate, 
originally used by Berkeley and Bonney for dressing large raw 
surfaces, are also valuable—e.g., on septic sites preparatory to 
radium therapy (Charteris, 1937). 


Influence on Healing 


After 4 to 7 days’ treatment a yellowish fibrinous membrane 
often covered the wounds (Carslaw ; Drummond and McNee ; 
Colledge et al.). At this stage the flavines had fulfilled their 
therapeutic purpose in preventing or overcoming sepsis, and a 
change of treatment was indicated—e.g., on using eusol the 
pellicle disappeared, while granulation and growth of epithelium 
proceeded (Carslaw). Bashford and his collaborators, working 
at the Surgical Observation Hut organized by Surg. Gen. Sir 
George Makins, picked for trial with the flavines 50 patients 
of whom they said “almost all had been treated previously at 
the front by the Carrel-Dakin method within 24 hours of being 
wounded, and, in the majority of instances, very efficiently.” 
The reason for this selection of cases already effectively treated 
by another method is hard to explain. However, despite the 
beneficial effects Mentioned above, they chiefly dwelt on the 
delay in all the processes of repair ; later, this work was quoted 
extensively by Makins (1922) in the Official History of the War. 
Pilcher and Hull, writing at the time from their own experience 
of over 5,000 cases in military hospitals, made the following 
comment: “For ease of preparation and application, rapidity 
when dealing with large numbers of cases, complete absence of 
surgical fidget, early cleaning of the wounds, and abatement of 
constitutional reaction to absorption, flavine is an admirable 
application under all circumstances, but especially where sur- 
geons are few, time is short, and wounds are many.” The 
factors in treatment which may retard healing have not yet 
been fully defined. Bennett did not experience it in over 600 
cases. In tissues from this series Blacklock found mitoses -of 
various cell types at levels of 1/50 to 1/5 mm. below the actual 
growing surface. The margin between the optimum and too 
high a concentration of the drug due to frequent renewal or 
evaporation may be narrow. A modified treatment consisting 
of less frequent applications and weaker solutions—1 : 5000 or 
under—in later stages has not been widely enough tried. 
Mitchell and Buttle attributed possible interference with healing 
to proflavine powder only once in 80 zases. 


Conclusions 


1. Aminoacridine (“ flavine ’”) compounds were introduced as 
surface chemotherapeutic agents for wounds because they com- 
bined outstanding antiseptic properties with relatively low 
toxicity, as demonstrated by simple methods in vivo and in 
vitro. Later tests in vitro have yielded discordant results inter 
se, which throw doubt on their value as a practical means of 
selecting drugs for such purposes. 


“this foramen~requires one of the following conditions: 


2. Proflavine is the precursor of acriflavine, and so cheaper. 
Also, while equally antiseptic, proflavine is the less toxic 
generally, and especially is very little harmful to brain tissue. 
Recently introduced members of the series may prove even 
more suitable for therapy. 

3. It has been shown under experimental conditions that the 
flavines when applied to the tissues at the site of inoculation 
are highly effective in preventing the development of infection 
with various organisms, including streptococci and certain gas- 
gangrene anaerobes. 

4. Also, there is good clinical evidence that they, can control 
established suppuration in wounds. This may occur where 
drugs of the sulphonamide group have failed. 

5. Retardation of granulation and healing tends to follow 
continued use of the flavines, so that it may be advantageous 
to resort to other treatment later. But the point important 
practically is the capacity of the flavines to prevent or control 
infection. This so-called “ pickling” or “ cold-storage” effect 
has enabled wounded men to be transported without re-dressing, 
in the fair likelihood that their wounds would remain in statu 
quo ante as regards infection. 
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Surgery, 


HERNIA THROUGH THE FORAMEN OF 
WINSLOW, EMERGING THROUGH THE 
GASTRO-HEPATIC OMENTUM 


BY 
Brigadier HAROLD EDWARDS, M.S., F.R.C.S. 
Consulting Surgeon to Southern Command 
; AND 


Major W. STEWART, M.D. 
Pathologist, R.A.M.C. 


Hernia through the foramen of Winslow into the lesser 
sac is one of the more uncommon abdominal surgical con- 
ditions, and the re-entry of the herniated bowel back into 
the general abdominal cavity through the lesser omentum 
appears to be still more rare. The transverse colon prob- 
ably acts as a barrier to herniation. The anterior and 
posterior boundaries of the foramen during life are in 
direct contact, and the opening is a slit-like passage 
(Cunningham’s Anatomy, 7th ed., p. 576). 


Moynihan and Dobson (1906) state that herniation through 
(a) a 


common mesentery of the whole intestine ; (b) absence of 
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secondary fusion of the ascending portion of the colon ; (c) an 
abnormally large foramen ; (d) abnormal length of mesentery 
and consequently marked mobility of the intestine. These 
writers call attention to the unlikelihood of a hernia into the 
lesser sac because of the normal anatomical conditions at the 
potential “ foramen.” 

Since 1910 29 cases of internal herniae have been seen at 
the Mayo Clinic; of these one occurred into the lesser sac 
(Mayo et al., 1940). Silverstone (1939) describes a case. He 
states that it is unlikely to occur in a normal abdomen. The 
condition is more common in men than in women—28 of the 
former to 11 of the latter. In his view there are two clinical 
groups: acute, with intestinal obstruction ; chronic, with diges- 
tive symptoms for years. The small intestine is twice as often 
involved as the large bowel, and the site of strangulation 
appears to be at the margins of the foramen, which in Silver- 
stone’s case was enlarged and admitted the index and middle 
fingers at the time of operation. It was found possible to 
reduce the hernia, but the patient died a few hours later. In 
Mitchell’s (1938) case the caecum, appendix, and 9 in. of the 
lower ileum had passed into the lesser sac in a male infant 
of 15 months. After reduction of the bowel at operation the 
foramen admitted the forefinger with difficulty. In Barrington- 
Ward’s (1937) series, in the case reported by Haw the involved 
portion of bowel (lower part of ileum, caecum, and appendix) 
could not even be reduced at the necropsy till the gastro-hepatic 
omentum had been divided. 


Cases in the Literature 


Four cases occur in the literature which seem to resemble 
the one described below. The first is that reported by Treves 
(1888), in which a coil of colon had entered the foramen and 
forced its way through the lesser omentum so that the vermiform 
appendix was actually lying on the anterior aspect of the lesser 
curvature of the stomach, close to the oesophagus. In Copen- 
haver’s (1923) case the caecum and ascending colon had a 
long free mesentery: after entering the lesser sac, rupture 
had occurred through the anterior Jeaf of the lesser omentum 
and they were hanging down in front of the stomach. It was 
found impossible to reduce the hernia, but later a fatal volvulus 
developed. In that of Rock Carling and Smith (1925) the 
patient had been perfectly well the previous day. The following 
morning he felt rather sick, and towards night there was severe 
pain.. This pain was extreme, and sitting up in bed tended to 
give some slight relief. He was admitted to hospital on the 
third day, when a leaking gastric ulcer was diagnosed. The 
pulse was 68 and the temperature 97° F. There was some 
tenderness in the upper abdomen, but this was not pronounced. 
At operation a loop of small bowel was seen to have herniated 
through the foramen of Winslow and then re-entered the general 
abdominal cavity through a gap in the gastro-hepatic omentum. 
The gut was reduced and the rent in the omentum 
repaired. The bowel involved was the middle 20 in. of the 
ileum. The mesentery was unduly long. Post-operative 
recovery was complete. In Schmilinsky’s (1919) case a similar 
condition was found, and this patient was operated on success- 
fully. Some similar features were also observed’ by Blandin 
(1834), but in this case the gut after entering the lesser sac 
had left it and then re-entered the lesser sac through the 
transverse mesocolon. 

This type of hernia is accompanied by a considerable 
mortality. In Rendle Short’s (1924) series of retroperitoneal 
herniae 24 were through the foramen of Winslow; 6 men 
were not operated on, but died of strangulation ; 11 died in 
spite of operation ; and 7 survived. Souttar (1940) states that 
it is fortunate that internal herniae are rare, since if strangula- 
tion does occur the condition is almost invariably fatal. 

A fifth case of this type of herniation is now placed on record. 

History of the Present Case 
A young guardsman aged 26 was admitted to a Service 
hospital with a history of dull, aching, non-radiating pain in 
the upper abdomen of some eight hours’.duration. About two 
hours after the onset he had vomited: twice; this vomit con- 
sisted of food, and no .blood had been seen. No constipation 


was present, his bowels having been opened the previous day. 
A few similar attacks had occurred in the past. On admission 


_the rate was only 64, with a further drop later. 


the pulse was 64, temperature 98° F., and respirations 21 ; the 
blood pressure was 120/96.. Abdominal examination revealed 
some tenderness and resistance in the upper part, but the 
respiratory excursions were maintained. Liver dullness appeared 
normal. The other systems showed no abnormality. A few 
hours later his general condition worsened: generalized 
abdominal rigidity and tenderness set in; the liver dullness 
disappeared ; the pulse, after falling, increased considerably ; 
and the systolic blood pressure dropped to 90. A transfusion 
with plasma was given, and laparotomy was performed under 
local anaesthesia followed by oxygen and ether. The abdomen 
contained much blood-stained fluid and, in the right upper 
quadrant below the liver, a large mass of engorged haemor- 
rhagic small bowel. The bowel was seen to pass through the 
foramen of Winslow, which easily admitted one finger. The 
patient —— on the operating table, and attempts at 
resuscitation failed. . 

At the post-mortem examination the abdomen was found 
extremely distended. The heart was normal apart from some 
terminal dilatation, the mitral valve taking three fingers and 
the tricuspid four; the aortic and pulmonary valves were also 
normal. The lungs showed some congestion. An increased 
amount of thymus tissue was present. The abdominal cavity 
contained much blood-stained fluid, and lying under the liver 
were loops of strangulated small intestine which had passed 
through the foramen of Winslow and then re-entered the 
general abdominal cavity through an opening in the lesser 
omentum (see Fig.). The site of strangulation was seen to be 


Gail-bladder 


Site of hernial exit 
in lesser omentum 


at the opening in the omentum and not at the margins of the 
foramen. The bowel involved in the strangulation was the 
lower ileum except the terminal 12 in., and it measured 6 ft. 
The proximal portion of the bowel was much distended and 
congested. The stomach was ballooned out, and contained 
13 pints of fluid and undigested food. Liver, spleen, kidney 
suprarenals, urinary bladder, and prostate showed nothing of 
note, and the brain was normal. 

The strangulated portion of bowel could only be reduced 
with difficulty, but it was not necessary. to divide the lesser 
omentum. After reduction the mesentery was seen to be unduly 
long. The foramen of Winslow was dilated, taking two fingers 


easily ; no rounded anterior margin was present, but there was © 


a dense band of fibrous tissue stretching between the gall- 
bladder and the first part of the duodenum ; this appeared to 
blend with the lesser omentum (see Fig.). The bile duct, portal 
vein, and hepatic artery were present in the lesser omentum, 
occupying a position midway between the free margin of the 
fibrous band and the right lateral wall of the artificial opening 
in the lesser omentum. The breadth of the band of fibrous 
tissue from the cystic duct to the free margin measured 4 cm. 
The further opening into the lesser sac was immediately 
beneath the opening in the lesser omentum. The artificial open- 
ing in the omentum measured 1.5 cm. in length by 1.25 cm. 
in breadth. No fluid, blood adhesion, or other abnormality 
was seen in the lesser sac. 


Discussion 


The slow pulse rate was rather unexpected. The condition 
of the patient on admission was undoubtedly serious, and yet 
It did not 
increase till a few hours before death. A slow pulse: rate was 
also present in Rendle Short’s case. This degree of bradycardia 
may clinically be misleading, and is possibly due to the close 
association between the nerve supply of the site of the artificial 
opening in the lesser omentum and the innervation of the heart. 


’ The site of the strangulated coils in the present case varies 
slightly from that of the cases described by others. In our) 
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case. no coils were overlying the stomach, the amount of 


intestine was greater, and there was the extreme gastric dis- 


tension which would push the strangulated bowel towards the 
right lobe of the liver. 

The herniation itself presents interesting features which merit 
consideration—the opening in the lesser omentum and _ the 
accessory ‘band of tissue between the gall-bladder and the 
duodenum. Prof. Blair has given us his opinion of these. 
The aperture in the lesser omentum is not likely to be con- 
genital ; it is more likely to be “acquired.” He has not seen 
such a congenital defect, nor does he know of any develop- 
mental reason why it should occur. In the dissecting-room 
the lesser omentum is of so delicate a nature that one. can 
imagine it would be readily torn by any hernia spreading 
within that part of the lesser sac. Indeed, in the anatomy 
room the lesser omentum is often torn through at the first 
attempt to pull down the stomach a little in order to explore 
the region between it and the liver. The band of tissue between 
the gall-bladder and the duodenum was an unusually well- 
developed example of the hepato-duodenal fold, which is not 
infrequently present to a lesser degree and represents a thinned- 
out part of the lower free border of the ventral mesentery of 
the fore-gut, which amounts to a prolongation, rather further 
to the right than usual, of the lesser omentum. The presence 
of this cystico-duodenal fold of membrane would produce a 
funnel-shaped approach to the foramen of Winslow and con- 
siderably assist an unusually mobile loop of bowel towards 
the foramen and into the lesser sac. This appears to us a 
considered and well-founded explanation of the appearances 
found post mortem. 


The appearance of the foramen at the necropsy led one to 
suspect that perhaps a loop of bowel had been herniated for 
some time. Such a condition has been described by Schwalbe 
(1904) in which strangulation did not occur. 


In comparison with herniae into the lesser sac, herniation 
into paraduodenal fossae is relatively common and the literature 
on such is now quite voluminous. 


Summary 
A fifth case of this unusual type of herniation is now 
described. Three abnormal features were present in the 
abdominal cavity: (1) a well-developed hepato-diiodenal fold 
which had produced a funnel-shaped approach to the lesser 
sac; (2) a dilated foramen of Winslow; (3) an undue length 
of mesentery of the small bowel. 


We consider that the first and third factors, in association 
with the normal peristaltic movements, could produce a dilata- 
tion of the foramen. and so give rise more readily to the 
herniation which had ruptured through the lesser omentum. 


It_is a pleasure to us to express our gratitude to Prof. D. Blair, 
Regius Professor of Anatomy, University of Glasgow, for his 
co-operation and help, and to Col. M. J. Williamson, M.C., late 
R.A.M.C., for permission to record this case. . 
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Hospitals in the Midlands (especially those in Birmingham), 
children in Yugoslavia and Greece, and youth organizations are 
among the beneficiaries -under the will of Sir Charles Hyde. He 
has left £10,000 for the benefit of children in Yugoslavia and Greece, 
and £2,000 each to the Royal Cripples Hospital, Birmingham, and 
the Coventry and Warwickshire Hospital. A number of hospitals 
in Birmingham and Worcester will receive £1,000 each, and £3,000 
is for the Ophthalmic Hospital’ at Jerusalem. -The Senate of 
Birmingham University is to receive £20,000 for enlargement of the 
students’ union, and Clifton College a similar sum for scholarships. 
The residue of the estate is to be divided equally between the 
University of Birmingham, Queen Elizabeth Hospital, Birmingham, 
King George’s Jubilee Trust, and Dr. Barnardo’s Homes. 


USE OF METHEDRINE, A NEW BLOOD- 


PRESSURE-RAISING DRUG, IN 


SURGICAL OPERATIONS 


REPORT OF A CLINICAL STUDY 


BY 


HAROLD DODD, Ch.M., F.R.CS. 


Surgeon to King George Hospital, Ilford, and to the Royal 
Hospital, Richmond; Assistant Surgeon to the London 


Homoeopathic Hospital 
AND 


FREDERICK PRESCOTT, M.Sc., Ph.D., A.LC., M.R.CS. 


The Wellcome Research Institution 


During the last ten years one of us (H. D.) has studied the 
use of pressor agents to counteract the serious falls of blood 
pressure unaccompanied by severe reduction of blood 
volume that often occur during major operations. The 
pressor effects of adrenaline, ephedrine, pholedrine (veritol), 
and neosynephrin have been recorded, but none of these 
drugs is effective for more than 30 to 45 minutes, and 


repeated injections are often necessary. 


S-methyliso- 


thiourea has recently been reported on (Smirk and 


McGeorge, 1942), but has the disadvantage that it must 
be injected intravenously. 
pressor agent with a sustained action that could be ad- 
ministered by any route under average clinical conditions 
we examined methedrine.* 
drug, and was chosen because of its relation to pholedrine. 


CH,.CH(NH.CH,).CH, CH,.CH(NH.CH,).CH, 
| 
Ho\ 
Methedrine Pholedrine (veritol) 
| 
Ephedrine Adrenaline 


Blood pressures and pulse rates were recorded every three 
to five minutes in 130 operations, many of them major, and 
in 54 of these the systolic pressure or the pulse pressure dropped 
sufficiently for the patient to need a pressor agent. Methedrine 
was used solely in these cases—no other agents or stimulants 
were given—and was administered when the systolic pressure 
fell to and’ remained at 80 mm. or less, or when the pulse 
pressure was 10 mm. or less; 20 minutes was allowed first 
for natural recovery. According to Hewer (1943) the systolic 
pressure during operation should not be allowed to drop below 
80 mm. for more than 20 minutes. Methedrine was administered 
only when the surgeon, anaesthetist, and recorder agreed that 
the patient’s condition required it. If the systolic pressure 
fell to 60 mm. or less during the operation methedrine was 


In a search for an effective 


This is a sympathomimetic 


_ Conditions of Use 


usually given after a few minutes, as such low levels were 
considered inadequate for the vital processes to be sustained, 
and if prolonged might lead to surgical shock (McMichael, 


1942). 


The low blood pressure often resulting from spinal 


anaesthesia is regarded by some as a type of secondary shock 
(Schuberth, 1936). We found that spontaneous recovery from 
blood pressures as low as 60 mm. did not occur within 1} hours. 
_ We wish to point out the necessity for the routine determina- 
tion of blood pressures in all major operations, irrespective 
of risk, to anticipate and prevent surgical shock. The behaviour 
of the patient cannot be predicted. We have seen elderly poor- 
risk patients survive a splenectomy or a complicated gastric 
resection with hardly any fall in blood pressure, yet young 
and moderately fit patients have shown a pronounced fall in 
comparatively minor operations. 


* “ Methedrine ” is the Burroughs Wellcome and Co. trade mark 
for N-methylamphetamine, the hydrochloride of which was used in 
this study. The Continental name is pervitin. 
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Anaesthetics Used 

The anaesthetics employed included (a) spinal, 1 in 1,500 or 
1 in 2,000 nupercaine, alone or supplemented by general 
anaesthetics, local procaine or amethocaine, or pentothal ; 
(6) general anaesthetics such as gas and oxygen, gas-oxygen- 
ether, open ether, and trichlorethylene ; (c) local anaesthetics 
such as procaine or amethocaine, alone or supplemented with 
the general anaesthetics mentioned above or with pentothal ; 
(d).intravenous anaesthesia with pentothal, either alone or with 
a general anaesthetic. 

A fall in blood pressure usually, although not always, occurs 
after giving a spinal anaesthetic. Pressor agents are often 
given prophylactically to prevent this, but we preferred to 
correct the fall if. and when it occurred, after allowing 20 
minutes for spontaneous recovery, although this does not 
normally result until sensation is returning (Koster, 1942). If 
the spinal anaesthetic does not bring about a fall in blood 
pressure and a pressor agent is administered, the resulting rise 
in blood pressure causes increased” haemorrhage from the 
Operation wound. 


Administration and Dosage 


Methedrine is effective subcutaneously, intramuscularly, and 
intravenously. In cases with a profound fall in blood pressure 
the best results were obtained with a combination of the intra- 
venous and intramuscular routes, the intravenous injection pro- 
ducing an almost instant rise, while the intramuscular injection 
acted more slowly (in 2 to 10 minutes), but maintained the 
blood pressure for a considerable time after the intravenous 
dose had ceased to act. Patients with a low blood pressure 
often had collapsed veins. In such cases we did not lose time 
trying to enter them, but gave the methedrine intramuscularly. 

A total of 68 injections was given intramuscularly and 17 
intravenously ; of the latter 14 were given simultaneously with 
intramuscular injections. 

Single Doses——The dose for a single intramuscular injection 
of methedrine varied from 15 to 30 mg., and for a single intra- 
venous injection from 10 to 20 mg. The dose depended upon 
the patient’s condition. In 44 out of 54 cases studied—i.e., 81% 
—a single injection was sufficient to restore the blood pressure 
to normal limits. In minor operations (e.g., for hernia or 
varicose veins), if the systolic pressure dropped to 90 mm. and 
the pulse pressure to 15 to 10 mm. or Iess, an intramuscular 


40 mm. or less, from 15 to 20 mg. of methedrine was given 
intramuscularly and 15 to 20 mg. intravenously. Only two 
patients received the maximum single dose of 20 mg. i.m. plus > 
20 mg. i.v. Patients with a low blood pressure need larger 
doses. We would emphasize that each case must be critically 
evaluated in the light of the patient’s condition, age, and 
physique as well as the blood pressure and respiration. 
Multiple Injections—In 10 of our cases more than one 
injection was given, although subsequent experience revealed 
that the first dose was too low in 4 of these, leaving 6 who 
really required more than one injection. At least 20 minutes 
was allowed for the first injection to exert its full effect before 
giving another. Seven patients required two injections to restore 
the blood pressure to normal, although in 4 of these the initial 
dosage was experimental and too cautious, leaving 3 who 
actually needed a second injection. In 3 cases three injections 
were necessary to raise the blood pressure to normal levels ; 
one of these was a mastectomy, in which three small doses were 
given deliberately to minimize the risk of haemorrhage from 
the large traumatized area. 
- Although the maximum single dose of methedrine given was 
a combined injection of 20 mg. intramuscularly and 20 mg. 
intravenously (i.e., a total of 40 mg.), the maximum total dosage 
received by any one patient was 75 mg., given in three injections 
over a period of 14 hours. Other patients received total doses 
of 70, 65, 55, and 50 mg. respectively. No untoward effects 
were observed in these patients, and with one exception, in 
which . post-operative vomiting occurred, they all made an 
uneventful recovery. 


Time taken for Methedrine to Act 


Intravenously.—After an intravenous injection the blood 
pressure began to rise almost at once—certainly within a minute. 
The time taken for the blood pressure to reach its maximum 
value depended on the dose and varied considerably from 
individual to individual. The shortest time was 2 minutes and 
the longest 10 minutes in the cases studied, with an average 
of 54 minutes. 

Intramuscularly—An intramuscular dose of 15 to 30 mg. 
of methedrine produced a measurable rise of blood pressure in 
from 2 to 10 minutes (one case took 15 minutes), with an 
average of 4 minutes. The maximum rise in blood pressure 
after an intramuscular injection was reached in from 4 :o 
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Fic. 1.—Effect of combined intramuscular and intravenous injection of methedrine on blcod pressure and pulse 
rate after a laparotomy in which the blood pressure fell to 60 mm. Hg and showed no sign of natural recovery. 


injection of from 15 to 20 mg. was given; this was increased 
to 25 mg. if the systolic pressure fell to 80 mm. or below. 
Intravenous injection is not necessary in these cases. In major 
operations in which the blood pressure fell below 80 mm. the 
dosage of methedrine was from 25 to 30 mg., given either 
intramuscularly in a single dose or as a combined injection 
of from 10 to 15 mg. intravenously and 15°to 20 mg. intra- 
muscularly. When the systolic blood pressure fell to 60 to 


38 minutes, with an average of 18 minutes. In the 10 cases | 
studied second intramuscular doses reached their maximum 
effect in from 5 to 20 minutes, with an average of 15 minutes. 


Duration of Action of Methedrine 


- The duration of action of an intravenous dose of methedrine 
is variable. It may last for half an hour or for several hours. 
A carefully calculated intramuscular dose or a combined intra- 


q 
qT 
} 
ij 
{ 
q 
— 
— 
90 
i : 
af a 
50 
4 3o Cc 
20 
a 
° 
W209 12030 mas 12-00 11-15 
W 
Pp 
i 1n 
: pi 
| 
re 
i, 


nute. 
mum 
from 
; and 
erage 


meg. 
ire in 
h an 
ssure 
4.0 


) cases 


ximum 
\inutes. 


hedrine 
hours. 
d intra- 


Marcu 20, 1943 


METHEDRINE IN SURGICAL OPERATIONS 


BritisH 
MEDICAL JOURNAL 


347 


muscular-intravenous dose produces an effect which lasts for 
many hours. In 44 out of the 54 cases a single intramuscular 
injection or combined intramuscular-intravenous injection per- 
manently restored the systolic pressure to its pre-operative 
level or to within 90% of it. This pressure was sustained, with 
small variations, throughout the operation and for recorded 
periods of from half an hour to over 48 hours afterwards. 
Nine cases required more than one injection to raise the 
blood pressure to normal values; in all of these the effect 
was sustained throughout the operation and. for several hours 
afterwards. In only 1 of the 54 cases did the methedrine fail to 
restore and maintain the systolic blood pressure above 100 mm. 


Evaluation of Pressor Effect of Methedrine 
Systolic Pressure-—We have been impressed by the effective 
and sustained pressor action of methedrine. Omitting the first 
case, in which the dosage and mode of 


Reactions 

. Apart from extrasystoles no abnormal clinical findings were 
observed in patients who were given methedrine in the correct 
dosage. Extrasystoles were noted in 3 patients; these were 
also observed under anaesthesia when methedrine had not been 
given. In normal persons methedrine acts as a cortical stimulant 
(Golla et al., 1940), but this effect was not observed in our 
patients, being presumably annulled by the premedication, the 
anaesthetic, and the post-operative morphine that they received. 
Three patients out of 54 became excited or delirious post- 
operatively, but we consider this incidence to be within normal. 

When one of us received 70 mg. of methedrine intramuscularly 
in divided doses over five hours the systolic blood pressure 
rose from 130 to 180 mm., and vomiting, cortical stimulation, 
persistent tachycardia, and severe palpitations were experienced. 
The acute symptoms lasted 24 hours and the tachycardia and 


administration were largely a question of 


w 100 100 
trial and error, only one case failed 90 
to respond to the drug. In 97% of fue * i . 
the cases the blood pressure was restored #22 .[ J & 
to normal levels in a period varying from al - 383 3 
2 to 18 minutes. The general effect of a ¢ 
carefully calculated injection, given by 
route, on a patient with a systolic blood 2b 
pressure that has fallen from normal $ ; Ff 
levels to between 80 and 40 mm. is 2s 
follows. A measurable rise in systolic 
pressure occurs in 1 minute, reaches a FS | 
maximum in a period varying from 5 to 1 
15 minutes, and is sustained over a period [Js on 
of several hours after the operation 
(see Fig. 1). There is no precipitate rise so 50 
and fall such as occurs with pressor i“ — , = 


agents like adrenaline and ephedrine 
(Dodd, 1940). The blood-pressure curve = 
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is of a plateau and not a peak type. 
After an intramuscular injection (Fig. 2) 
the rise in blood pressure is not so 
rapid, but the maximum pressure is of the same order as. 
after an intravenous injection, and the action is usually more 
prolonged. 

The maximum systolic pressure after the injection rarely rises 
much above the pre-operative value unless an overdose is given. 
In only 3 of our cases did it rise more than 30 mm. above this 
value. The blood pressure quickly settled down to the pre- 
operative level or within 90% of it. The average systolic 
blood pressure of our 54 patients just before operation was 
137 mm. The average systolic pressure of these patients when 
the methedrine was given was 66 mm., which rose to an average 
maximum of 135 mm. in an average time of 18 minutes. The 
average figure to which it finally settled, measured at periods 
of from half an hour to 48 hours after operation, was 124 mm. 
This corresponds to a permanent rise to an average of 91% 
of the pre-operative level. Repeated observation of the blood 
pressure over periods of several hours after a showed 
that this level was maintained. ; 

Diastolic Pressure-—-The average diastolic pressure just before 
administering methedrine was 52 mm. ; after the drug was given 
it rose and was sustained at an average value of 84 mm. The 
corresponding figures for the average pulse pressures were 14 
and 40 mm. respectively. 

Pulse Rate.—The effect of the methedrine on the pulse rate 
was variable. Generally there was an increase of 15 beats to 
the minute on the average, although in 6 patients there was 
a fall of an average of 12 beats per minute. In 3 cases the 
pulse rate was unaffected. After administering methedrine to 
collapsed and pulseless patients the pulse soon became fail 
and bounding. 

Respiration.—This was not systematically recorded, but an 
increase in the rate and depth of respiration was noted in many 
patients. 

Repeated Doses.—Repeated injections were effective, but the 
best response was obtained by a carefully selected adequate 
dose given in one injection rather than in divided doses. Small 
repeated doses are unsatisfactory. 


Fic. 2.—Effect of intramuscular injection of methedrine on blood pressure and pulse rate 
during operation for renal sympathectomy, pyeloplasty, and nephrostomy. 


palpitations for several days. We would therefore suggest 
caution in giving total doses of more than, say, 60 mg. of 
methedrine, although this dose appears to be well tolerated 
by patients with a low blood pressure. Pressor agents are 
potent drugs and must always be used with caution; they 
should never be given without reading the blood pressure 
before each injection. Overdosage may be disastrous in a 
patient with cardiovascular disease or hyperthyroidism. 


Electrocardiograms 


These were taken in 3 patients, two of whom received the 
maximum single dose of 40 mg. No significant permanent 
changes were observed. In one case we observed a shortened 
RST segment in lead II, iso-electric waves in lead I, and upward 
displacement of the ST segment in leads II and III. These 
changes were transient, and we attach no significance to them. 
An E.C.G. of one of us taken 24 hours after the administration 
of 70 mg. of methedrine was normal. It must be remembered 
that anaesthetics, surgical trauma, and many drugs used in 
emergencies produce temporary changes in the E.C.G. (Kurtz. 
et al., 1936; Brechling and Hansen, 1939 ; Graybiel and White, 
1941 ; Hartwell et al., 1942). 


Comparison with other Pressor Agents 


One of us (Dodd, 1939, 1940, 1942) has had the opportunity 
of comparing clinically the pressor effects of methedrine with 
those of adrenaline, ephedrine, and pholedrine (veritol). We 
consider that the pressor effect of methedrine is superior to that 
of these drugs because: (a) it does not produce a precipitate 
rise and fall of blood pressure; (b) the blood pressure is 
restored to and maintained at its pre-operative level or within 
90% of it for several hours, not for 30 to 45 minutes ; (c) one 
injection is usually enough. 

We have not had the opportunity of testing neosynephrin 
and paredrine, two sympathomimetic pressor drugs recently 
used in America during operations under spinal anaesthesia. 
The duration of action of a single dose of neosynephrin‘is only 
half to three-quarters of an hour, and several injections (from 
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two to six) are sometimes necessary to raise and maintain the 
blood pressure during the course of operations under spinal 
anaesthesia (Johnson, 1937; Lorhan and Oliverio, 1938; 
Bittrich, 1939; Brunner and de Takats, 1939; Silvers and 
Leonard, 1940; Lorhan and Lalich, 1940). The initial rise in 
blood pressure due to the drug may also be excessive, and the 
bradycardia which it causes has resulted in partial heart-block - 
(Brunner and de Takats, 1939). 
an excessive rise in blood pressure—e.g., to 250 mm. systolic 


- (Loman et al., 1939 ; Altschule and Gilman, 1939). 


It would thus seem that methedrine is the most valuable of 
the drugs so far tested for counteracting the serious falls in 


- blood pressure that often occur in surgical operations. The 


54 cases of the series under review are summarized in the 
table below. 


Summary of Cases showing Effect of Methedrine on Blood Pressure 


Max. | 
B.P. 


Pre- Final 
No. Operation Dose in mg. operative i after =" 
B.P. F Methe- Ward 
drine 
1 | Excision of 3x10 i.m. : 
rectum +2x 10 i.v. 150/ 90 0 120/ 70 ? 
2 | Laparotomy 1Si.v. +15 im. | 120/ 75} 70/50 | 125/ 110/ 65 
3 15 i.v. +15 im. | 120/ 80} 60/50 | 115/ 110/ 70 
4 | Gastro- 
enterostomy 10 i.v. +15 im. | 120/ 80| 70/55 | 120/ 85 | 105/ 70 
5 | Cholecystectomy| .30 iv. «| 150/ 90} 50/45 | 150/100! 150/ 85 
+10 i.m. 
6 20 iv. +20 i.m. | 130/ 80} 60/55 | 150/ 80; 115/ 65 
7 ” 
+gastrectom 15 im. +15 i.v. 140/ 80| 40/30 | 140/ 120/ 80 
8 | Hernia 20 i.v. +20 | 160/ 90} 60/50 | 180/100 | 135/ 85 
9 10+15 i.v. 130/ 70} 60/50 | 145/ 90} 110/ 70 
10 15i.v.4+15im. | 140/ 80} 50/40 | 135/ 75 | 130/ 70 
11 ea 25 i.m. 140/ 70/60 | 130/ 80 | 125/ 75 
12 20+20 i.m 150/100 | 80/70 | 140/ 80| 130 
13 me 25 i.m. 180/ 90| 60/50 | 150/ 80/| 150/ 80 
14 20 i.m. *140/ 80| 90/70 | 140/ 85 | 140/ 90 
15 ee 20 im 180/100 0/60 | 160/105 | 130/ 
16 se 25 i.m. 120/ 80| 75/55 | 180/100 | 120/ 
17 | Hydrocele 20 i.m. 100/ 70 /80} 1 100/ 70 
18 | Orchidectomy 15 im. 140/ 70| 95/85 135/ 80 
19 | Varicose veins 15 im. 120/ 70 | 100/90 | 135/ 70} 120/ 70 
20 #3 20 i.m. 130/ 90| 85/75 | 140/100 | 130/ 90 
21 ne 20 im. 140/100 | 95/85 | 190/130 | 140/100 
22 | Torek, 20 i.m. 120/ 70| 70/60 | 120/ 70} 120/ 70 
23 | Steinach IT 20 i.m. 220/150} 55/50 | 145/ 75 | 130/ 75 
24 | Cholecystectomy 25 i.m. 110/ 60| 70/50 | 130/ 70} 130/ 80 
25 -~ 30+15 im 135/ 95 0 125/ 80 / 
26 = 20 i. 40/ 70| 65/35 | 120/ 60} 120/ 75 
27 ee 254+15+25 i.m 140/100 | 50/40 | 105/ 85} 100/ 70 
28 ai 20 i.m. 170/110 | 110/85 | 170/100 | 170/100 
29 15 im. 120/ 70} 80/60 | 120/ 70} 110/ 70 
30 rvical - 
30 i.m. 120/ 70/55 | 130/ 80} 120/ 65 
25 i.m. 120/ 70| 50/40 | 120/ 115/ 75 
32 | Excision of 
rectum 10 i.m. 120/ 80| 90/75 | 120/ 60} 115/ 75 
33 | Haemorrhoids 20 i.m. - 160/ 95{| 50/40} 150/ 80} 140/ 80 
34 | Pilonidal sinus 30 i.m. 120/ 80| 90/75 | 100/ 60} 100/ 60 
35 | Thyroidectomy 10 i.m. 120/ 90/ 110/ 60} 110/ 60 
36 | Hysterectomy 30 im. 150/ 90} 90/60 | 240/150 | 150/ 90 
37 | Laparotomy 30 i.m 120/ 70 0 150/ 120/ 70 
38 = 25 i.m. 130/ 85| 50/40 | 110/ 70} 110/ 70 
39 | Ureter 25 im 110/ 70} 70/65 | 110/ 75 | 110/ 75 
40 | Bladder 30 i.m. 140/ 70 | 100/80 | 120/ 70} 120/ 70 
41 | Mastectomy 3x15 iim. 120/ 90 0 120/ 80| 115/ 80 
42 | Kidney 30+20 i.m. 125/ 80} 35/30 | 125/ 90; 125/ 90 
43 ae 30+30+15im. | 115/ 80} -65/60| 90/ 65} 90/ 70 
44 ~ 30 i.m. 130/ 80| 55/45 | 140/ 90; 128/ 78 
45 30 im. 130/ 80| 65/45 | 135/ 75 | 120/ 80 
46 | Varicose veins 20 i.m. 140/100 | 95/85 | 160/100 | 140/100 
47 15i.m.+15iv. | 130/ 80 40 | 145/ 90 | 125/ 70 
48 | Hernia 25 i.m. 25/ 80| 70/65 | 150/ 80} 125/ 80 
49 | Excision of 
rectum 30+20 i.m.+20 iv. 110/ 70} 70/65 | 115/ 75 | 115/ 75 
50 | Gastrectomy 20 i.m. + | 150/ 90} 95/80 | 150/ 80 | 140/ 85 
51 | Gastro- 
jejunostomy 25 i.m. 110/ 65 | 80/60 | 130/ 75} 110/ 65 
= ne 25 i.m. 120/ 80} 80/65 | 135/ 80; 120/ 80 
astro- 
jejunostomy 10 i.v.4+20im. | 110/ 80} 70/55 | 125/ 85 | 100/ 70 
54 uaenle 20 i.v. 120/ 75 0 120/ 80; 118/ 80 


We have not had the opportunity of using methedrine in 
cases of traumatic shock, but we think that the outstanding 
properties of the drug make it worthy of trial in such cases, 
particularly in those which fail to respond to measures designed 
to increase the blood volume. . 3585 


Summary 
~ Out of 130 observed operations 54 patients were found suffer- 
ing from an unduly low systolic or pulse pressure and some 
degree of impending surgical shock. The capacity of methedrine 
to meet the needs of these patients has been studied under 
average general hospital operating conditions. Anaesthetics 
included all those in common use. _ : 


Paredrine may also produce — 


1937). 


Under these conditions methedrine has been found to be an 
effective blood-pressure-raising drug with a prolonged action. 

The effective dose is from 15 to 30 mg. intramuscularly, or 
10 to 20 mg. intravenously plus a depot dose of 10 to 20 g. 
intramuscularly. 

In 97% of the cases the systolic pressure was restored t 
normal levels in a period varying from 2 to 18 minutes. The 
systolic pressure was raised from an.average of 66 mm. to an » 
average maximum of 135 mm., and settled to an average 
minimum of 124 mm. This last figure corresponds to 91% of 
the average pre-operative value (137 mm.). There is no abnor- 
mally high rise if the dose is carefully calculated. One injection 
was adequate in 81% of patients; repeated injections were 
given in 17%; 1 case (2%) did not respond. 

The blood pressure was maintained throughout operation and 
for several hours after. 

Reasons are given for considering methedrine to be superior to 
adrenaline, ephedrine, pholedrine, neosynephrin, and paredrine 
for counteracting serious falls of blood pressure in surgical 
operations. 


We wish to thank Drs. M. Griffiths, Hunt, Fraser Simpson, and 

Barnes for their help and co-operation in this study. 
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TETRACHLORETHANE POISONING 


BY 
GILBERT FORBES, BSc., M.B., Ch.B. F.R.E.P.S., 
F.R.C.S.Ed. 


Lecturer in Forensic Medicine at the University of Sheffield ; 
Police Surgeon to the City of Sheffield 


‘Tetrachlorethane (C,H.Cl) is a colourless mobile liquid 


with an odour resembling that of carbon tetrachloride and 
chloroform. It is non-inflammable, and the commercial 
product has a boiling-point varying from 140 to 150°C. 
and a specific gravity of from 1600 to 1602 (Browning, 
It is a solvent for cellulose acetate and nitrate, 
bitumen, waxes, resins, pitch, tar, sulphur, rubber, and 
oils. 

This substance is sold under various trade names, such as 
“westron,” “alanol,” “emaillet” (Browning, 1937), and 
“cellon” (Willcox, 1915). It is issued to the Army as “silk- 
cleansing fluid” for the purpose of cleaning the silk of, 
duplicators (Hepple, 1927; Elliott, 1933). Corry’s white fly 
fumigant, which is stocked by most nurserymen and seedsmen 
for sale in small quantities, is composed of nearly pure 
tetrachlorethane. Its sale is not controlled by the Dangerous 
Drugs Acts, 1920-32, and though not commonly stocked by 
retail chemists it may be bought from some at the price of 


2s. a pint. : 
Commercial Uses 


During fhe early stages of the war of 1914-18 tetrachlorethane 
was extensively used, both in this country and on the Continent, 
as a constituent of the solution employed to treat aeroplane 
fabric so as to render the wings of aircraft impervious to air 
and moisture. In July, 1916, its use for this purpose was 
prohibited, as by that time 70 cases of jaundice with 12 deaths 
had occurred as a direct result of inhalation of the vapour 
(Willcox, 1915), and-a substitute of a non-toxic nature was 
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provided as a solvent for cellulose acetate. Tetrachlorethane, 
however, has a very wide field of application in other industries; 
on account of both its high solvent power and its properties 
as an insecticide. The following list of its commercial uses 
is given in the report of the Industrial Health Research Board 
(Browning, 1937). 

1. As a dry-cleaning agent. 

2. As a lacquer solvent in the manufacture of straw hats. 

3. In the film industry as a celluloid solvent. 

4. In the artificial silk industry, particularly in the ‘“ lustron ” 
process. 

5. In Germany and France, principally as a solvent for a mixture 
of acefyl-cellulose and ‘“‘ essence d’orient ” in the manufacture of 
artificial pearls. 

6. As a cement in the manufacture of shoes. 

7. As a parasiticide, especially as a hair wash for dogs, perfumed 
substances being added. 

8. In the estimation of the water content of tobacco and many 


‘drugs. 


9. In the manufacture of tube cements, adhesives, and floor 
waxes. 

10. As a constituent of the adhesive used in the manufacture of 
gas masks. 

11. As a component in the contents of foam fire aeeeieeta 

12. For the impregnation of furs and skins. 

13. In the manufacture of safety glass. 

14. In the rubber industry to some slight extent. 


Absorption, Distribution, and Excretion 

Tetrachlorethane is mainly absorbed through the lungs, but, 
as shown by Schwander (1936), enough may be absorbed 
through the skin to produce complete narcosis. It can of 
It is largely 
excreted through the lungs, but this takes place slowly, as 
shown by animal experiments. Patt of the absorbed material 
is excreted in the urine (von Oettingen, 1937). 


Toxicity 

Tetrachlorethane is generally considered the most toxic of 
the chlorinated hydrocarbons (Hamilton, 1934 ; Browning, 1937), 
whether of the saturated or of the unsaturated series, not only 
exerting a narcotic effect but producing profound organic 
damage, especially atrophy of the liver. As a narcotic poison 
it works more slowly than chloroform, but its effects are more 
lasting. As it is not volatile, acute narcosis from the fumes 
of this substance is never very bad; but, on the other hand, 


chronic poisoning is notoriously severe, and affects a fairly. 


high proportion of those exposed. Hamilton quotes Lehman 
to the effect that, based on experimental evidence, tetra- 
chlorethane is four times as toxic as chloroform. Veley— 
according to Willcox—found that it is 2.8 times as toxic as 
chloroform. Von Oettingen cites Miiller to the effect that 
tetrachlorethane is 3.5 times more toxic to mice than chloroform. 
Lehman and Schmidt-Kehl (quoted by von Oettingen, 1937) 


' found that, in man, concentrations of 0.02 mg. per litre may 


be detected by odour, 0.09 mg. per litre may be tolerated 
without effect for 10 minutes, but that inhalation of 1 mg. per 
litre for 30 minutes or 2.3 mg. per litre for 10 minutes will 
cause irritation of the mucous membranes, pressure in the 
head, vertigo; and fatigue. According to their findings, 45 to 
46% of the inhaled material is absorbed through the lungs. 


Tetrachlorethane Poisoning in Man 


Poisoning by this substance may be either acute or chronic. 
The former is rare, the latter more common. 


Acute Poisoning 


So far as I have been able to discover,- only two cases of 
poisoning following ingestion of this solvent have been recorded. 
The reason for this is not far to seek, as tetrachlorethane is 
most unpalatable and has a distinctly disagreeable odour. 


The first case was reported by Hepple in 1927, the second by 
Elliott in 1933. The two cases are very similar. In both the victims 
were members of H.M. Forces, and they both drank “ silk-cleansing 
fluid.” They became unconscious shortly after ingestion of the 
substance, with cyanosis and loss of corneal reflexes. They both 
died, one eight hours and the other twelve hours after taking the 
drug, in spite of every possible type of resuscitation treatment. 


Post-mortem examinations showed hyperaemia of the gastric 
mucosa, and in Hepple’s case small areas of superficial erosion at 
the cardiac and pyloric ends of the viscus. Congestion of the 
kidneys and acute congestion of the lungs were present. No lesions 
of the liver were found apart from cloudy swelling and congestion 
in the case reported by Hepple. From the accounts it is quite clear 
that death took place in both cases from central respiratory 
paralysis. In Hepple’s case the stomach was washed out, but in 
spite of this an analysis of its contents recovered at the necropsy 
yielded 12 c.cm. of a fluid with a specific gravity of 1600 and a 
boiling-point of 147°C. Further tests proved this to be tetra- 
chlorethane, and it is postulated by the author that thé high specific 
gravity of this substance explains why so little tetrachlorethane was 
contained in the stomach washings. No analysis of the other organs 
was carried out. In Elliott’s case no details are given of the results 
of analysis of the stomach contents or of the viscera. Elliott states 
that “* records of poisoning by this substance show that the fatal dose 
may be as low as 5 c.cm.”” He quotes no authority for this assertion. 


It appears, therefore, that in cases of acute tetrachlorethane 
poisoning a fatal termination is brought about by narcotic 
action on the vital centres, and death supervenes so quickly 
that.no effect on the liver, kidneys, and heart, of the kind 
seen in fatal cases of chronic poisoning by inhalation of the 
vapour, has time to appear. It is likely, however, that, should 
the patient survive the’ narcosis induced by a sublethal dose 
of the drug taken by the mouth, then he would show the 
symptoms of liver damage seen in cases of chronic poisoning 
by inhalation. 


Chronic Poisoning 


Many cases of chronic poisoning by inhalation of the vapour 
of tetrachlorethane have been reported, but the incidence of 
such cases in this country has become less frequent since the 
use of the substance in aeroplane factories was prohibited. 
However, in France and Germany tetrachlorethane is employed 
extensively in the manufacture of artificial pearls and 
as a constituent of an adhesive in the manufacture of 
shoes (Browning, 1937), and cases are still being reported 
(von Oettingen, 1937). Willcox had the opportunity of study- 
ing a number of cases of toxic jaundice due to tetrachlorethane 
poisoning, and he gives the following description of the 
symptoms, which correspond closely to those observed by 
various other workers. 


“For some days the patients complain of general malaise, 
drowsiness while at work, loss of appetite, nausea, retching in the 
morning, unpleasant taste in the throat, constipation usually, and 
headache. Abdominal discomfort is present in some cases. After 
indefinite symptoms of this kind lasting several days or even weeks 
definite jaundice develops, and this is associated with pale stools and 
bilious urine. Vomiting is now likely to become more marked. 
The patient may become mentally confused, stuporose, and delirious. 
In acute cases haematemesis or convulsions may occur. Coma 
supervenes and death results. In the toxic stage of the disease 
purpuric rash and haemorrhages may occur. Suppression of urine 
also occurs towards the end. There seems to be a marked variation 
in the susceptibility of certain persons to the poison, and this corre- 
sponds to the varying susceptibility of patients to other liver poisons 
—e.g., chloroform.” 


It is generally agreed that young girls are particularly 
susceptible to the drug. 

In some caseS nervous symptoms first manifest themselves. 
These Consist of tremors, headache, pain in the limbs, numb- 
ness, “ pins and needles” of the extremities, loss of the knee- 
jerks, and excessive sweating (Willcox, 1915). Some doubt as 
to whether these symptoms are due to tetrachlorethane alone 
or to that substance mixed with other toxic material is evinced 
by Browning. 

Before obvious symptoms appear changes in the blood can. 
be detected. From the study of 68 cases, Minot and Smith 
(1921) found that the blood changes in moderate poisoning 
consist of a mononucleosis with a marked increase of the 
endothelial leucocytes, and if the case progresses degenerative 
forms of these cells are seen. They also noted a progressive 
but slight anaemia and a slight increase in the number of 
platelets. They suggested that an increase of the large mono- 
nuclear cells to more than 12% should be regarded as the 
sign of a toxic action of tetrachlorethane, and that the appear- 
ance of a considerable number of young large mononuclear 
cells should be looked upon as indicating a severer condition 
than when the same number of mature large mononuclear 
cells was present. Parmenter (1920-1) used the changes in 
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the blood as an indication of subclinical poisoning in workers 
in a silk mill, and in this way prevented the development of 
a single case of jaundice. 


Post-mortem Findings 


In fatal cases the liver is reduced in size and severely affected 


by fatty degeneration. If the disease runs a rapid course there 
are large areas of complete disintegration with fatty degenera- 
tion in the remaining liver tissue. There may be round-celled 
infiltration of the necrotic areas but no fibrosis or attempts 
at hypertrophy of the. remaining tissue. When the disease 
is more chronic, replacement fibrosis and active hypertrophy 
may be seen (Spilsbury, 1917). Fatty degeneration also affects 
the myocardium and the kidneys (Rolleston, 1922). According 
to Spilsbury the jaundice is haemohepatogenous, obstructive in 
nature, and due to the inflammation of the small intrahepatic 
bile ducts by the direct action of the tetrachlorethane on the 
cells. A toxic fatty degeneration thus develops in the central 
zones and spreads through the lobules, leading to necrosis. 


_ Animal Experiments. 

In animals the acute effects of tetrachlorethane inhalations 
resemble those of other chlorinated hydrocarbons, and death 
occurs from central respiratory paralysis. The chronic intoxica- 
tion produces fatty degeneration of the liver. According to 
Browning, Miiller did not find in his experimental animals the 
acute yellow atrophy of the liver characteristic of the human 
intoxication. He suggests that this may be due to the fact 
that, owing to their different alimentary metabolism, death 
occurs in animals before the “ reactive inflammation ” of acute 
yellow atrophy has time to develop. It has been found that 
tetrachlorethane applied to the shaved abdomen of a rabbit 
produces fatty degeneration of the liver by absorption through 
the skin. 

Lehman (according to Hamilton, 1934) found that prolonged 


exposure to the substance caused emaciation, with evidence 


of damage to the liver and kidneys and of haemolysis, as 
shown by a low red cell count, stippled red cells, and 


haemoglobinuria. She also reports that Heffter and Joachimoglu . 


observed similar changes, with in addition fatty degeneration 
of the kidneys and heart musculature. These changes were 
also produced experimentally in animals by Spilsbury — 


Willcox. 
Case Report 


At 6.20 p.m. on June 19, 1942, a labourer aged 33 was seen by ~ 


a family friend to drink some fluid from a bottle which he had 
brought home with him. Thereafter he promptly went to sleep on 
a settee. The family thought he was sleeping naturally, until, at 
10.30 p.m., attempts to arouse him proving unavailing, they realized 
that there was something amiss and sent for assistance. The patient 
was removed to hospital, where he was admitted at 11.50 p.m. On 
admission he was found to be deeply comatose, deeply cyanosed, and 
with shallow respirations. His breath had a sweetish smell sugges- 
tive of chloroform. In spite of attempts at resuscitation, which were 
started at once, his condition rapidly became worse and respirations 
ceased. Quantities of frothy fluid appeared at his mouth and nose, 
and he died at 12.30 a.m. on June 20—i.e., about 6 hours from the 
time he had ingested the toxic material. 

Post-mortem Findings—A necropsy was conducted on June 22, 
the following being the only noteworthy features. Alimentary 
system : There were no marks of corrosion round the mouth. The 
tongue, lips, gums, and oesophagus were normal. The stomach 
contained 14 oz. of watery fluid somewhat tinged with blood, which 
emitted a pungent sweetish odour. The mucous membrane along 
the lesser curvature showed intense congestion on the top of the 
rugae, the intervening areas being normal. The duodenum was also 
inflamed, the inflammation extending down to the upper part of the 
jejunum. The rest of the large and small bowels was Normal. The 
liver showed no naked-eye evidence of fatty change or of necrosis; 
it was normal in size and the capsule was smooth. The pancreas 
was healthy. Respiratory system : The larynx and trachea were 


normal. Each pleural cavity contained some adhesions, and between . 
. these there was some serous fluid. The lungs were engorged and 


very oedematous, particularly at the bases, but were otherwise 
healthy. There were a few subpleural haemorrhages. The trachea 
and lungs smelt of the offending material. Brain and meninges : 
Congested. Bladder : This viscus contained 6 oz. of cloudy urine. 
Histology : The liver tissue was histologically normal and the lungs 
showed acute congestion and oedema, particularly at the bases. 
The bottle from which the deceased was seen to drink was 
recovered, and it still contained 9 c.cm. of yellow fluid, which had 
exactly the same smell as the stomach contents and lungs. It was 


obvious that it was the toxic agent cenaniei: for his death. This 
‘fluid and the contents of ihe stomach and bowel, together. with the 
liver, lungs, brain, and urine, were submitted to Dr. Mabel L. 
Hemming of the department of chemistry, Sheffield University, who 
very kindly undertook their analysis. She embodied her results in 
the following report: : 

“The original liquid was distilled and the boiling-point of the 
bulk corresponded to that of symmetrical tetrachlorethane: there 
was evidence of about 1 c.cm. (in a total volume of 9 c.cm.) of the 
lower-boiling isomer, unsymmetrical tetrachlorethane. 


otto 


| 
i. 
Symmetrical tetrachlorethane ; Unsymmetrical tetrachlorethane ; 
B.P. 147° C. (normal pressure). B.P. 129-130° C. (normal pressure). 


‘“* A Carius estimation for chlorine on the distilled liquid indicated 
that it was probably 98% pure tetrachlorethane. Three estimations 
gave the following figures for the percentage chlorine in the liquid: 
80.83, 81.27, 80.90, and the theoretical value for pure tetrachlorethane 
is 82.57%. 

“Each of the samples supplied was treated in the following 
manner. The sample was minced up when necessary, and distilled 
in steam. When the liquid distilling over was no longer turbid dis- 
tillation was discontinued and the steam distillate extracted with 
ether. The ether extract was dried over sodium sulphate and then 
the ether was distilled off through a Widmer column. The residue 
was analysed for chlorine by the Carius method, and hence the 
tetrachlorethane in the various parts could be calculated. The 


results are as follows: Stomach contents, 2.134 g.; liver, nil; lungs, - 


5 mg.; bowel contents, 1.47 mg.; brain, nil; urine, 4.32 mg. A 
blank Carius estimation was done and no measurable amount of 
chlorine found, suggesting that, although some of the above figures 
are very small, they are probably real.” 


Comments 


Tetrachlorethane poisoning occurs as a chronic condition in 
which absorption takes place through the lungs or skin, and 
death is due to acute yellow atrophy of the liver. When seen 
in the acute form the poison is absorbed from the alimentary 
canal, and death results from central respiratory paralysis. The 
case reported above is similar to the two cases previously 
recorded by Elliott and Hepple. The results of the analysis 
support. the view that excretion occurs partly by the lungs 
and partly in the urine. It will be noted that only relatively 
small amounts of the drug were recovered by analysis, but 
of course no estimation was made of the quantities in the 
blood, cerebrospinal fluid, muscles, etc. In addition, during 
the six hours which elapsed between ingestion and death an 
appreciable quantity of the material would have been excreted 
in the breath. I find it impossible, therefore, to estimate what 
the fatal dose was in this particular case, and unless the volume 
ingested is known I do not see how this would ever be possible 
with any degree of accuracy. 


Summary ; 
The clinical and pathological aspects of acute and chronic 
poisoning by tetrachlorethane are discussed. _ 
Two previous cases of acute poisoning are reviewed and a 
further similar case reported. 


My thanks are due to Dr. J. R. Grimoldby, resident surgical officer 
at the Royal Hospital, Sheffield, who supplied the clinical details 
reported, and to Dr. Mabel L. Hemming, of the chemistry de 
ment of Sheffield University, who undertook the analysis “es 
organs. 
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According to G. F. Dick and C. W. Eisele (J. Amer. med. Ass., 
1942, 118, 21) the rate of healing of peptic ulcer under oral treat- 
ment with milk and cream, without the use of alkalis, compares 
favourably with other methods of treatment. They state that it is 
only the exceptional case in which recovery does not take place 
without alkali treatment. 
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EFFORT SYNDROME IN ICELAND 


BY 


D. E. RODGER, M.D., M.R.C.P. 
Major, R.A.M.C. 


During the fourteen months from April, 1941; to June, 


1942, 83 cases of effort syndrome were observed among. 


the British forces in Iceland. A review of these cases has 
been made in order to determine whether the conditions 
of service in Iceland, thought by some to be out of the 
ordinary, play any significant part in the development of 
the syndrome. 


Observations 


Of the 83 cases, 3 were from the Navy, 2 from the Air Force, 
1 was a civilian employee (British), and 77 were from the Army. 
Of these men 63 (76%) were considered unfit for active service 


in the field and were returned to the United Kingdom as a 


result of a Medical Board examination (Category “D” or 
“E”—A.C.I. 1428/40). The remaining 20 (24%) were con- 
sidered mild cases, and after suitable reassurance were returned 
to their units for full duties. 


Age and Length of Service-——The average age in this series 
was 293 years (18-48), and the cases were distributed as follows: 
under 20, 1 ; 20-29, 44 ; 30-39, 32 ; 40-48, 6. The distribution 
corresponds roughly to the age-group representation in the 
Forces. Eleven had seen service before the present war; 67 
had served during the present war only, for periods varying 


_in length from three months to two and three-quarter years. 


Seasonal Incidence.—Forty-three cases (52%) were seen 
during the: inclusive period Nov., 1941, to April, 1942, and 
34 (41%) during May to Oct., 1941. 

Aetiology.—No cases were considered to have been directly 
caused by war service, but of the 63 cases evacuated’ five 
appeared to have been aggravated by war service. The first 
of these men suffered from hypermetropia, and claimed that 
“the light bothers my eyes” (see under “ Discussion”). 
Reassurance did not improve his condition, and he eventually 
showed other features of the syndrome. Another, a reservist 
aged 38, felt he couldn’t “keep up” with the younger men 
in his unit. A third, a company sergeant-major, went through 
the Norwegian campaign five weeks after an operation for 
bilateral inguinal hernia. The fourth case was that of a soldier 
who had always been employed in sedentary duties. He broke 
down shortly after coming to Iceland when he started intensive 
training. The symptoms -in the fifth case appeared after 
hospitalization for “ acute rheumatism” in Sept., 1940. 

Attributability—All of the 58 cases considered unconnected 
with war service that were evacuated showed either a poor 
family history or a past personal history of “ constitutional 
inferiority,” or both. It was not difficult to reveal the familiar 
historical pattern of an over-protective parent firmly implanting 
the conception of delicate health in the mind of the child 
or adolescent. The attributability in this series has been 
summarized in Table I. 


TaBLe I.—Attributability of Effort Syndrome 


. Number of Cases 
Attributabilit 
° | Boarded | Returned to Duty | Total 
Caused by war service... on 0 , 0 | 0 
’ Aggravated by war service 5 2. 7 
Unconnected with war service 58 18 76 
Total 63 20 | 83 


| 


Symptoms and Signs—The symptoms exhibited were the 
familiar group fully described in Dr. Paul Wood’s Goulstonian 
Lectures for 1941. The relation between the onset of symptoms 
and service in Iceland is shown in Table II. Investigation of 


the patient included a history, physical examination, and radio- 
logical examination of the thorax. It was exceptional to admit 
these cases to hospital. In common with other observers, an 
increase in the pulse and blood pressure was noted. The 


average blood pressure of 70 cases was 141.6/84.2. .The highest 
systolic pressure was 174 (diastolic 74). The highest diastolic 
pressure was 1 12 (systolic 164). As expected, the diastolic 


TABLE II.—Date of Appearance of Effort Syndrome 


Number of Cases 
Date - 
Boarded | Returned to Duty Total 
Before service in Iceland .. ie 59 15 74 
Subsequent to service in Iceland .. 4 5 9 


pressure fell to 90 after two days in hospital. The mean pulse 
pressure was 57.4 mm. Hg. The exercise-tolerance test was 
not found to be of diagnostic value. 


Differential Diagnosis: Hypertension—A systolic pressure 
above 170 mm. Hg or a diastolic pressure persistently above 
100 mm. Hg is required for a diagnosis of hypertension. These 
are admittedly arbitrary figures. But in the absence of other 
findings a systolic pressure of 170 mm. or less and a diastolic 
pressure under 100 mm. were considered within the limits of 
normal. 


Discussion 


The unusual features of service in Iceland that might be 
thought productive of the syndrome can be summarized as 
follows: 


1. Topography.—Iceland is.a mountainous country devoid 
of trees, and with sparse vegetation. The earth’s surface is 
very uneven, being covered with much broken lava rock, vary- 
ing in size. This makes walking a more attention-claiming 
pastime than it is elsewhere. 

2. Climate—<Because of the country’s latitude there is a 
long period of daylight during the summer months and a short 
period of daylight during the winter months. It is held by 
many that the light is “ stronger” than elsewhere, but this is 
considered to be fallacious. Both the ophthalmologist and 
myself have often been confronted with the complaint, “ It’s the 
strong light, sir” (cf. case mentioned above). On the other 
hand, the shortness of natural light in the winter means a long 
dark day, which might result in introspection, boredom, and 
depression. This appears to be adequately compensated in the 
normal individual by the absence of black-out regulations. The 
cold in Iceland is not intense, and it is generally held that the 
country has been misnamed. The snowfall is very moderate, 
and in most areas the snow rarely remains on the ground 
throughout the whole winter. On the other hand, training 
during the Icelandic winter of rain, mud, and darkness requires 
a robust physique and an equally robust mental outlook. 


On the whole, these conditions have not been found to be 
causative factors in effort syndrome, but it is worth recording 
that the number of cases of effort syndrome referred increased 
considerably (a) during the period of intensive training, and 
(b) among the drafts of reinforcements from the United 
Kingdom shortly after their arrival in Iceland. The case 
incidence was slightly greater during the winter months 
(November to April), but this was also the period of intensive 
training and when drafts of reinforcements were arriving. 

The great majority of these cases were already psycho- 
logically predisposed to develop the syndrome. This they did 
when they were confronted with the physical and psychical 
difficulties of “active service in the field.” The small number 
of cases occurring among Naval and Air Force. personnel was 
not accounted for by the numerical proportion of these Services 
in Iceland: perhaps the explanation lies in a greater selectivity 
of candidates for them. - 

The subsequent history of the more severe cases is not. 
known, as they were evacuated. 


Summary and Conclusions 

Eighty-three cases of effort syndrome have been observed 
among British troops serving in Iceland; 63 of these were 
considered temporarily or permanently unfit for military service. 

The conditions of military service in Iceland are not con- 
sidered causative factors in the development of effort syndrome. 
They are regarded as aggravating factors to a minor extent only. 

The number of cases brought to light. increased during the 
intensive training and following the arrival of drafts of 
reinforcements from the United Kingdom. 
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Simple explanation and return to duty at the unit have been 
successful in some of the milder cases of the syndrome. 


I wish to thank Col. S. D. Reid, A.M.S., for permission to publish 


this paper. 
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Medical Memoranda 


Severe Gunshot Wound of the Abdomen 


The following report of a case of severe gunshot wound of 
the abdomen, occurring on board one of His Majesty’s trans- 
ports in mid-ocean, is of interest. 


Case History 

A wren aged 26 was we | wounded by a rifle bullet in 
the abdomen at 11.50 a.m. on April 17, 1942. e bullet, before 
wounding him, had passed through the hand of another soldier. The 
er was seen five minutes after the injury lying on the ship's 
west deck, holding his abdomen. He was very pale and in great 
pain. Morph. tartrate 1/2 gr. was given immediately. On dis- 
engaging his hands and unbuttoning his battle-dress it was found 
that most of the small intestine, the caecum and appendix, and a 
large portion of the omentum had prolapsed and were lying over 
the pubic region and between the thighs. The lower portion of a 

vest partly covered the viscera, the remainder lying free in 
trousers. Six or seven shell dressings were needed to gather up the 
loose bowel and to hold it in place outside the abdomen. The 
bandage ends were gently passed around the trunk and fixed with 
pins. He was then placed carefully on a stretcher, with two life- 
jackets under the flexed knees and four life-jackets behind the 
shoulders and head. In this position he was carried up through 
four decks to the ship’s hospital. Twenty-five minutes later he was 


given 600 c.cm. of fresh blood, and at 12.50 p.m. was placed = 


the ig table, not having been previously moved off 
stretcher. 

Operation.—Under a general anaesthetic (open ether) the whole 
of the prolapsed bowel was covered with sterile gauze pads partially 
wrung out in 1/20,000 aqueous solution of euflavine. More gauze 
swabs, similarly treated, were partially introduced over the wound 
edges into the abdomen by raising the prolapsed bowel at the 
wound perimeter, as a preliminary to the replacement of the bowel 
after inspection. only visceral damage discovered -was an 
abrasion of the ileum, 34 in. long and 1/4 in. wide, involving the 
outer coats of the bowel: this was longitudinally inverted with 
Lembert sutures of fine catgut. All the prolapsed bowel was then 
replaced within the abdomen and covered with omentum, which had 
escaped injury. The whole abdominal wound was now in view. It 
was large and gaping and of the size of a hand, equidistant between 
the umbilicus and pubis, and was. obviously caused by a splayed 
bullet running from side to side, gouging away in its path all the 
structures of the abdominal . The wound edges were then 
excised, and by flexing the spine the retracted peritoneal edges were 
approximated and completely sutured. The right rectus muscle was 
deficient for about 3} in.; this was repaired by sliding across the 
dama: but not deficient left rectus and anchoring it with inter- 
rupted sutures, over which the anterior sheath was closed, haemor- 
rhage frem the inferior epigastric having been controlled. The 
internal and external oblique aponeuroses were closed by interrupted 
sutures. The skin wound was closed without difficulty by interrupted 
sutures, over which two rolls of flavine-soaked gauze were placed 
and held in position by six deep tension sutures. The skin wound 
resembled a large “ Y ” with a very short vertical limb, the two 
oblique limbs each being drained by a rubber tube inserted down 
to the superficial muscle plane. The operation lasted two hours, at 
the end of which the patient’s condition was ‘good; his colour had 
returned and his pulse was steady at 78 per minute. He was then 
put into an adjacent. single-cot cabin,: where he was nursed for the 
remainder of voyage. 

Progress——On. his return to consciousness he was placed in 
Fowler’s position and 500 c.cm. of saline was given subcutaneously. 
The following treatment was instituted: Inj. morph. hypoderm. 
1/4 gr. four-hourly; pituitrin 10 units six-hourly; sulphapyridine, 
3 g. statim, 2.5 g. three hours later, and 1.5 & at three-hourly 
intervals till noon of the second day. (Sulphapyri ine was continued 
four-hourly in decreasing daily doses until the end of the fourth day, 
by which time a total of 30 g. had been given.) His general condition 
six hours after the operation was good, and he was free from pain 
and able to take dextrose in water and weak lime-juice ; temperature 
and pulse normal. Urine in adequate quantities was passed during 
this period. The blood count was normal. This happy state of 
affairs continued until midnight on the fifth day, when a feeling of 
distension was complained of. No bowel motion had as yet occurred 
since the operation, but enemata had been given daily and had 
prevented distension. By noon of the fourth day, however, signs 
of paralytic ileus became evident, and faecal vomiting occurred. 
Continuous rectal saline was then started and 2.5 units of pituitrin 
were given hourly together with morphine 1/4 gr. four-hourly. The 
patient’s condition -wo considerably, but the temperature never 
rose above 99.4°. The morphine and pituitrin and-continuous rectal 
saline were persisted with, and on the sixth day the patient’s con- 
dition dramatically changed for the better with the passage of a 


large liquid stool. Within two hours he was comfortable and in 


excellent spirits, and demanded a cup of tea and a cigarette. As 
the ship’s stock of pituitrin was now depleted, physostigmine was 
given in two-hourly doses of 7/200 gr., together with morphine 


eight-hourly. On the third day the wound was dressed and the. 


drainage tubes removed, being replaced by lightly packed gauze 
swabs, which were renewed on the seventh day. Sloughing was 
considerable at the drainage exits, but otherwise the wound was 
satisfactory. On the eighth day, on arrival at a home port, the 
patient was transferred to a shore hospital; his condition was 
excellent and the bowels normal. Subsequent peogrets was rapid, 
though the drainage exits continued to discharge profusely. Although 
the wound itself healed well, it was considered advisable to explore 
the discharging sinus. This revealed a gauze superficial-drainage 
swab (which had replaced the original rubber drainage tube) that 
had been overlooked in the slough. The removal of the gauze was 
followed by rapid healing, and the patient was discharged to a 
convalescent hospital. Although the abdominal scars are extensive, 
there is no evidence of tendency towards ventral hernia. He has 
since returned to duty in a coastal battery in medical category C. 


I wish to acknowledge with gratitude the services of Sister 
J. Douglas, T.A.N.S., of Edinburgh, to whose skill and devotion 
this patient’s recovery is mainly due. I would also thank the 
medical superintendent of the E.M.S. hospital for his helpful 
notes on the patient’s progress ashore. 

; : W. P. GRIFFIN, M.B., B.Ch., 
Squadron Leader, R.A.F. 


The Cotton-wool Sandwich | 


The swallowing of sharp-pointed foreign bodies presents a 
problem to the practitioner, often at a moment’s notice, and 
provides a source of anxiety for him, his patients, and their 
relatives. I have recently been struck by the fact that so few 
doctors realize the value of the cotton-wool sandwich. The 
following case exemplifies the value of such. 

Miss A. B:, a dressmaker, was referred to the radiological 
department at the Whitehaven and West Cumberland Hospital 
on Sept. 9, 1936, because she had swallowed “a pin.” My 


Fic. 1 Fic. 2 


radiographer (Sister Hankinson, M.S.R.) screened her and took 
a film demonstrating the presence of 23 pins at all angles 
within the gastro-intestinal tract. She promptly gave the patient a 
series of small cotton-wool sandwiches, having impregnated the 
teased-out cotton-wool with a solu- 
tion of barium sulphate in order, 
if possible, to follow the progress 
of the pins. Later in the day I 
saw the patient ee and 
found one pin in the stomach, two 
pins in the duodenum, and a con- 
siderable number in the small 
bowel, mainly in the pelvis, inter- 
mingled with the barium-impreg- 
nated cotton-wool (Fig. 1). The 
pledgets of cotton-wool are seen 
mainly in the pelvic ileum. One 
pin was in the caecum, others in 
the descending and the iliac colon. 
The following day one pin was in 
the caecum and the rest were col- 
lected into four groups (Fig. 2)— 
one group in the splenic flexure of 
the descending colon, one in the 
iliac colon, and one at the proxi- ——————— 
mal pelvic colon—all enveloped in . Fic. 3 
the cotton-wool. A fourth small ; 
group is seen in the rectum, in which no wool is evident. 

The progress of the pins was checked up each da by radiological 
means. Each group was evacuated in turn at daily intervals: the 
film of Oct. 10 (Fig. 3) shows the last group enveloped in cotton- 
wool in the rectum. 
without any pain or one drop of blood being shed. 

‘ RICHARD Fawcitt, M.D., F.F.R. 


The following day all had been evacuated, 
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PREVENTIVE INOCULATION 


Preventive Inoculation. By W. Powell Phillips, M.R.C.S., L.R.C.P., 

D.P.H., and C. Woodroffe Anderson, M.B., Ch.B., D.P.H. With an 

introduction by J. Greenwood Wilson, M.D, F.R.C.P., D.P.H. ‘* The 

Practitioner Booklets.” (Pp. 74. 6s.) London: Published by the 

Practitioner in conjunction with Eyre and Spottiswoode. 1942. 

If the practitioner is to take his proper place in preventive 
medicine he should be an enlightened apostle of the why, 
when, and how of prophylactic inoculation against the com- 
mon infectious diseases of childhood, and, in wartime, such 
infections as typhoid and tetanus. In other words, he must 
be familiar with certain facts about the toll in life and health 
which these diseases exact, the means by which their ravages 
can be prevented or minimized by immunization, and the 
technical details for performing the necessary injections safely 
and effectively. It may be more convenient for the M.O.H. 
to arrange for the immunization of children to be done at 
the school or the welfare clinic, but he should, whenever 
possible, co-opt the family doctor for the work, so that the 
practitioner may gain the necessary experience and be a 
powerful ally (instead of a lukewarm onlooker) in carrying 
the propaganda into the home. _. 

All the relevant information is admirably presented in this 
booklet from the “Practitioner Series,” written by two 
public workers in close touch with the problems. Introduc- 
tory chapters on the principles of infection and immunity are 
followed by practical advice on the preparation of apparatus 
and reagents, the technique of the injection, and the pitfalls 
to be avoided. Then come chapters on diphtheria, tetanus, 
scarlet fever, typhoid, pertussis, measles, and even influenza 
and the common cold, although the authors are rightly cautious 
about the prophylaxis of these last common plagues. It is 
pleasing to note their advocacy of immunization against per- 
tussis ; unfortunately the recent work of Bell on the efficacy 
of two doses of pertussis vaccine at a month’s interval instead 
of 4 to 5 weekly injections came too late for inclusion in the 
text. Otherwise the book is remarkably up-to-date and can 
be heartily recommended. 


A MEDICAL YEARBOOK 


The 1942 Year Book of General Medicine. Edited by George F. Dick, 

M.D. (Pp. 848. 19s.) Chicago: The Year Book Publishers ; London : 

H. K. Lewis and Co. 
The publishers of this useful yearbook have adopted the 
ingenious method of a questionary on the dust-cover, posing 
20 questions of topical interest, to which the contents of the 
book provide the answers. We may assume that they regard 
these as the most important matters discussed, and will there- 
fore concentrate on some of them. Rabbit thrombin is lauded 
as the best local haemostatic, effective even in haemophilia. 
Salyrgan-theophylline by the mouth is claimed as the best 
diuretic in congestive heart failure. When adrenaline fails 
to relieve asthma, intravenous aminophylline may do so, and 
will also restore the lost effectiveness of adrenaline. We are 
given a survey of the causes and prevention of unfavourable 
reactions to blood transfusion. A combination of steam and 
carbon dioxide is recommended as a powerful adjuvant to 
expectorant drugs, whereas oxygen has the opposite effect. In 
laryngeal diphtheria associated with measles sulphapyridine {fs 
advised, while for whooping-cough sulphathiazole is more suit- 
able when bronchopneumonia supervenes. A safe and easy 
technique of paravertebral injections of alcohol is described for 
the relief of cardiac pain. A return of the sedimentation rate 
to normal is taken as the criterion by which to decide when a 
rheumatic child is to be allowed out of bed. The question of 
adequate liver therapy in pernicious anaemia is critically con- 
sidered. The combination of ergotamine tartrate 0.25 mg.. 
prostigmin methylsulphate 0.25 mg., and pituitrin 1.25 units is 
recommended as the most effective method of relieving post- 
operative distension and paralytic ileus, prostigmin being 
probably the best single drug. These few instances will give 
some idea of the variety of information to be obtained from a 


_ perusal of this interesting annual. 


ALLERGY 


Synopsis of Allergy. By Harry L. Alexander, A.B., M.D., Professor of 
Clinical Medicine, Washington University School of Medicine, St. Louis ; 
Editor of the Journal of Allergy. (Pp. 246; illustrated. 15s.) London: 
Henry Kimpton. 1942. 
Dr. Harry Alexander follows his book Bronchial Asthma, 1928, 
with a Synopsis of Allergy, 1941. For the past twelve years he 
has held the post of editor of the Journal of Allergy, so no 


more appropriate person could survey the subject and describe . 


allergy in terms of present-day thought. Only the non-bacterial 
types are dealt with. In a general discussion~of allergy the 
diagnostic value of a careful history is emphasized. Pro- 
tective measures against offending allergens, hyposensitization 
both against offending allergens and orally, and drug therapy 
are succinctly explained. The symptoms are then taken indi- 
vidually, and bronchial asthma, hay-fever, and the allergic 
dermatoses are discussed at some~-length, the other and lesser 
allergies very briefly. It is remarkable that the possibility of 
allergic headaches and migraine being due to inhalant allergy 
is not mentioned, the entire stress being placed on foods. An 
admirable appendix describes the preparation and standardiza- 
tion of extracts, lists household materials and foods and the 
allergens they may possibly contain, and gives recipes for 
elimination diets (not so practicable in this country under war- 


time restrictions, seeing that a wheat-free sponge cake requires 


four eggs!). The book can be recommended as an accurate, 
straightforward, and concise account of the subject for easy 
consumption. 


ANAESTHESIA, WITH SPECIAL REFERENCE TO 
DENTISTRY 


Essentials of General Anaesthesia. By R. R. Macintosh, M.D., F.R.C.S., 

D.A., and Freda B. Bannister, M.D., D.A. Third edition. (Pp. 341. 

25s.) Oxford : Blackwell Scientific Publications. 
The fact that the third edition of this book has already appeared 
although it was first published as recently as 1940 is sufficient 
indication of its merits. The general arrangement of chapters 
remains much the same, but the sections on reducing valves 
and general analgesia have been improved. It is, however, 
surprising that no reference is made to trichlorethylene, either 
as an analgesic or as an anaesthetic, although it is now widely 
used for both purposes. A chapter has been added on the 
principle and working of the Oxford ether vaporizer No. 1. 

The chief criticism which can be made of the book concerns 
its title. The reader who, not unreasonably, expects directions 
for anaesthetizing patients for cranial, thyroid, thoracic, or 
abdominal operations will be disappointed, whereas dental 
anaesthesia is fully and excellently described. For this reason 
it cannot be recommended unreservedly for the use of medical 
students or general practitioners wishing to become familiar 
with anaesthetic technique generally. On the other hand, dental 
students and anaesthetists should profit much from its perusal. 
The first edition had as a subheading “‘ With Special Reference 
to Dentistry,” but even this has now been omitted. If the book 
were called “Essentials of Dental Anaesthesia” its contents 
would be described more accurately. 

The printing, paper, and illustrations are exceptionally good, 
and effective use has been made of colour diagrams—an unusual 
feature in a work of this character. 


Notes on Books 


The success of many pathological investigations depends largely 
on the proper collection of the specimen, which is often the duty 
of a nurse. Instructions to this end, together with brief accounts 
of the tests applied to all ordinary types of specimen and of their 
significance, are given in a pamphlet, entitled Clinical Pathological 
Investigations, by Dr. Cyrit PoLson (Leeds: Jowett and Sowry Ltd., 
80, Albion Street; 1s., plus postage), which is based on lectures 
given to the nurses at St. James’s Hospital, Leeds. Its study should 
form a useful part of a nurse’s education, as well as acquaint 
her with methods of securing satisfactory specimens. The instruc- 
tions follow generally accepted lines throughout except in a section 
on methods of sterilization; this needs simplification, and in some 
details correction to bring it into line with usual teaching. 
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Statements by Government spokesmen in the recent Parlia- 
mentary debates on the Beveridge report made it clear 
that the present Government intends to take action on 
Sir William Beveridge’s proposals for a comprehensive 
health service to be available to everyone in this country. 
They made it clear that the responsibility for administering 
such a service is to devolve on local bodies. They also 
made it clear that there was to be no proscription of private 
practice, and no violation of the voluntary hospitals. Since 
the closure of the debate the Minister of Health has called 
a meeting of representatives of the principal medical 


~ organizations, including the British Medical Association, 


to hear his views on the procedure to be adopted in the 
consultations that are to take place in the coming months 
between the Ministry and the medical profession. The 


Ministry has also. held meetings with representatives of the. 


voluntary hospitals and of local authorities. 

The Minister of Health has asked the medical profession 
to form a representative committee to consider with him 
and his officers the difficult problems that will have to be 


solved if a comprehensive National Medical Service is to. 


be put into shape. Discussions on the matter have already 
taken place between the British Medical Association, the 
three Royal Colleges, and the Society of Medical Officers 
of Health, and in the general statement on the present 
- position issued by the Secretary of the B.M.A., Dr. G. C. 
Anderson, and printed elsewhere in this issue, the pro- 
posed personnel of such a committee is set forth. At 
its meeting on March 31 the Representative Body of 
the B.M.A. is to be asked to endorse the view that the 
proposed Committee can be taken to represent the 
medical profession in the discussions that lie ahead. 
One thing should be made clear at once, and that is that 
such a committee will not have plenipotentiary powers. 
{t is not a negotiating body, and the medical profession is 
not being asked to give it a “ doctor’s mandate” to come 
to binding agreements or to seal any bargain with the 
Government behind the backs of the profession at large. 
Whatever plan the Government may unfold, it is quite clear 
from the letter from Sir John Maude, secretary to the 
‘Minister, included in Dr. Anderson’s statement on another 
page, that the representatives of the medical profession will 
be in continuous conference with the Ministry. The Minister 
asks for the “frank expression of the opinions of those 
best qualified to judge both on issues of a technical and 
professional kind and, what is no less important, on the 
probable attitude of the profession towards any proposals 
that may be put forward.” It would seem probable that 


from the Representative Committee. small subcommittees 
will be formed to deal with the special issues under dis- 
cussion at any one time. 


The most important statement in Sir John Maude’s 
letter refers to the intentions of the Ministry not to submit 
any proposals to Parliament on behalf of the Government — 
until the profession has had laid before it a general indi- 
cation of what these proposals are to be. Sir John goes 
on to say that in this way representatives of the profession 
will have ample opportunity for discussion and reference 
back to constituent bodies, and that the Government, in 
framing any time-table, will not forget that many of the 
profession are serving over-seas. The Association itself 
plans to inform each Service member individually of the 
Government proposals when they are made and to take 
steps to have the views of Service doctors assessed and 
presented to the Representative Body. This is a specific 
undertaking and not a vague expression of good intentions. 
It is realized that to circularize Service doctors in this way 
and to collect and collate their views will take time. It 
is also realized that the circumstances of war will make 
communication with some doctors impossible. But the 
attempt will be made, and made with the determina- 
tion to obtain the maximum result possible in extremely 
difficult circumstances. 


The history of medical organization is for the most part 
a history of dissension, of petty squabbles, of narrow sec- 
tional views. Surgeons bickered with barbers. Physicians 
despised both, and for five hundred years warred against 
the apothecaries. When the apothecaries became respec- 
table they tried to crab the chemists and druggists. In the 
fifteenth century a Conjoint College of Physicians and 
Surgeons lasted only for two or three years. Now in the 
twentieth century the visible bond between the two is a 
conjoint examination and a standing joint committee with 
their new sister College. We have on the whole tended 
to perpetuate the errors of the past rather than to emulate 
the few attempts at unity that were made. But the profes- — 
sion is learning that its common interests are greater than 
its common differences. The setting up of the Medical 
Planning Commission by its various constituent bodies was 
a conspicuous demonstration of this ; yet this act of unity 
was fiercely criticized in these columns at the time. To-day 
the Celleges have again thrown their weighty influence into 
the common scales. This week we announce the composi- 
tion of a body appointed by collaboration between them, 
the B.M.A., the Society of Medical Officers of Health, and 
the Medical Women’s Federation. In the past the Colleges 
have often tended to act in isolation, and their decision 
once more—at a most critical moment in medical history— 
to stand on common ground with the other organizations 
will. be warmly welcomed by their numerous licentiates 
and members, as well as by their Fellows. 


The Government has declared its intention not to spring 
surprises, in unilateral action. No doubt there will be 
plenty of disagreement, but this can be voiced. And in 
the last count the profession itself will be able to express 
its views and press them home before legislation is passed. 
To use an old slogan, it must preserve a “ united front ” 
in the difficult months that lie ahead. The Representative — 
Committee must have the good wishes of the profession 
behind it, and will, we are sure, command " support of — 
every doctor of good will. 
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THE REHABILITATION OF THE FLAVINES 


The antiseptic treatment of wounds during the war of 
1914-18 was generally considered a failure, and antisepsis 


has since then been commonly regarded as an outmoded . 


method. That is not to say that it was ever totally aban- 
doned, but persistence in its use has been. due to habit 
and custom rather than to any conviction of its efficacy. 
Little has been expected of it, and in general little has been 
achieved by it. That this attitude has been abandoned 
and the antiseptic method restored in surgical estimation 
to a position far more secure than it ever held in-the past 
is due in the first place to the discovery that sulphanilamide 
acts locally as well as systemically. To anyone who 
studied the work of Fildes and Woods on the action of 
sulphanilamide on the haemolytic streptococcus it became 
abundantly plain that this compound is an antiseptic in 
every sense of the word : the nature of its action on bacteria 
is in fact the same as that of mercury perchloride. The 
difference between them is that sulphanilamide has a very 
low toxicity and can be maintained in adequate concentra- 
tion and in free form throughout the body fluids, whereas 
mercury salts are highly poisonous to the body itself and 
cannot exist free because they combine with proteins. As 
soon as it was established that solid sulphanilamide is an 
efficient local preventive of infection, antisepsis regained 
repute, and minds were reopened to the possibilities of 
other agents: for the same purpose. These others were 
both old and new, and among the new the astonishing pro- 
perties of penicillin have attracted most attention, although 
the scarcity of supplies has so far prevented extensive clini- 
cal trial. Penicillin is suitable also for systemic use ; an- 
other “ biological” antiseptic, gramicidin, is recommended 
only for local application, as is propamidine, to which we 
have referred recently.! 

-Of the older antiseptics only the flavines have shared in 
this restoration to favour, a fact which has been no sur- 
prise to their few faithful advocates during the sceptical 
interwar period. The champion of these antiseptics since 
their earliest days, C. H. Browning, contributes at page 341 
a restatement of their properties with an assessment of 
their position in the light of recent observations. It is 
noteworthy that the main facts, including the vital experi- 
mental evidence that acridine compounds will sterilize 
dangerously contaminated wounds, have been known for 
over twenty years. This work was done in part by 
Browning himself, by several workers in Germany, and by 
one in Japan, and taken together it forms an impressive 
bulk of evidence which has been inexplicably disregarded. 
Although these experiments have taken several forms, and 
employed various acridine compounds and different bac- 
teria, they have regularly shown that these compounds 
will avert an otherwise fatal infection if applied to tissues 
into which virulent bacteria have recently been introduced. 
This could be said of no other antiseptic until the advent 
of the sulphonamides ; indeed, control animals in some of 
these experiments were treated with such substances as 
phenol and mercury perchloride without effect. i has also 


been well known since their introduction that the flavines 


are comparatively non-toxic ; they can be not only applied 
to exposed tissues without causing evident damage but 
injected interstitially, this being the proper treatment of 
a dangerous punctured wound. Short of causing actual 
necrosis an antiseptic may admittedly do harm by damaging 
individual types of cell, and-the toxicity of the flavines for 
leucocytes is the subject not only of a now historic con- 
troversy but of conflicting observations even within the 
past few years. So completely discordant are some of the 


1 British Medical Journal, 1943, 1, 324. 


results reported that, as Browning says, they serve only 


‘to condemn some of the methods by which they were 


obtained. The weight of evidence on this point is that 
leucocytes will at least survive exposure to flavine con- 
centrations which are bactericidal, even though their 


phagocytic capacity may be impaired. 


It may well be asked why, if the flavines have these out- 
standing merits, their clinical performance has not been 
correspondingly successful throughout their twenty-six 
years’ history. There are two answers to this question: 
wrong choice of compound and misapplication. The 
existence of three different acridines—apart from pro- 
prietary compounds such as rivanol and vuzine—popu- 
larly regarded as interchangeable, but in fact having quite 


‘different properties, has been an obstacle to successful use, 


particularly since acriflavine, the most popular, is now 
known to be the least satisfactory. A. Albert, who has 
synthesized a number of new acridine compounds, two of 
which are highly promising, drew attention five years ago 
to the superiority of proflavine, and this was strikingly 
illustrated by Russell and Falconer in their tests on the 
exposed rabbit’s brain. The application and injection of 
solutions of acriflavine and various antiseptics of other 
kinds caused a severe haemorrhagic necrosis, but a neutral 
isotonic solution of proflavine caused no more apparent 
damage than normal saline. Proflavine is therefore the 
compound of choice, and there is recent experimental 
evidence in the work both of Hawking and of McIntosh 
and Selbie that it is an efficient wound prophylactic ; 


‘indeed, in the prevention of gas gangrene it appears to 


be superior to the sulphonamides. There is no corre- 
sponding evidence from the clinical field, because no 
organized attempt has been made to obtain it, whether in 
dealing with war wounds or otherwise. The new clinical 
evidence refers not to prevention but to the treatment of 
established infection, a totally different problem and one 
presenting greater difficulties. It is here that the method 
of application becomes most important, because it is clearly 
necessary that the antiseptic should not only penetrate 
every part of the wound but persist there in adequate 
concentration for a considerable period of time. Of the 
two chief methods used in the past neither was calculated 
to achieve this. The drawback of a wet dressing is that 
all the antiseptic dyes, including the acridines, have an 
affinity for fabrics, and tend rather to combine with than 
to diffuse away from them. The B.P.C. acriflavine emul- 
sion—perhaps the commonest form in which any acridine 
compound has been used for twenty years past—is so con- 
stituted that almost none of the acriflavine can escape from 
it, and it is therefore of no more value than simple liquid 
paraffin. The solution to this problem, which proves to 
be simplicity itself, was found in Libya by Mitchell and 
Buttle, who introduced proflavine into wounds by the 
same method, though not in the same quantity, as sulph- 
anilamide—namely, as a powder. The solubility of pro- 
flavine sulphate is about 1 in 300, and by analogy with 
what is known of the relation between solubility and per- 
sistence in wounds among the sulphonamides, it may be 
deduced that under given conditions a moderate amount 
of proflavine will take at least two days to undergo com- 
plete solution, and will therefore act in full concentration 
throughout that time. The results obtained by this treat- 
ment, even in cases of intractable suppuration, were often 
dramatic. These are good reasons for saying that the 
flavines have come into their own again; proflavine has 
indeed come into rather more than has ever been claimed 
in the past. It should certainly be given further trials in 
comparison with other agents for both prevention and 
treatment of wound infections. 
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INDUSTRIAL HEALTH AND HYGIENE 


Two important announcements with regard to the promo- 
tion of industrial health were made by Mr. Ernest Bevin, 
Minister of Labour and National Service, at a conference 
in London on March 11. The first was the setting up of 
an Industrial Health Advisory Committee attached to his 
Department. He explained that the Industrial Health 
Research Board, which had existed since the last war, 
would continue ; but that was a body engaged on long- 
term inquiries, whereas the new Committee would concern 
itself, through its panels, with immediate improvement of 
industrial environment and diminution of health hazard, 
and would include engineers, chemists, physicists, and 
representatives of employers and trade unions, as well as 
medical men. The other announcement concerned a three- 
day conference on industrial health, to open in-London on 
April 9. 

Mr. Bevin said that industrial health had been rather 
relegated in the past to a separate compartment. The 
ordinary general practitioner had not had very much know- 
ledge of the actual conditions of industry and had tended 
to regard industrial health as a matter for the specialist. 
But during the war there had been great improvement. 
The services of a large number of part-time works doctors 
had been enlisted, and liaison had been obtained between 
works doctors and outside medical services. The great 
trouble was the shortage of medical men. But he added 
that industrial health was not entirely a medical problem. 


Such a question as the design of factories and offices came 


in, and it was important for employers to have advice on 
planning and lay-out. The employer naturally sought to 
get the utmost out of his machines, but he had also to 
study the human factor, and it had been found, rather 
paradoxically, that a slight slowing down of the rate of 
production actually increased production. When machines 
were working at their full capacity the nerve strain was 
very great, and there was so much “standing off” and 
introduction of new workers on account of the exhaustion 
of those whom they replaced that better results were 
obtained by a certain slowing down. 

Another important factor was the development of safer 
materials and methods and more effective safeguards. 
Mr. Bevin gave as illustration the discovery of a harmless 
substitute for yellow phosphorus in the manufacture of 
matches, the introduction of leadless pottery glazes, and 
the substitution of solvents less toxic than benzene and 
carbon bisulphide in rubber cements. It would be the duty 
of the new Committee to keep step with every new discovery 
in order that the best possible use of it might be made. 
He believed also that methods of lighting and ventilation 
were still in their infancy, and that great scientific develop- 
ments in these respects which were now used for war 
purposes would in time become available for industry 
generally. The Committee would also concern itself with 
nutrition. The Ministry was extremely anxious to main- 
tain the present feeding arrangements after the end of the 
war, because it had been clearly shown that they were 
one of the great checks against industrial ill-health. 

In passing he paid a tribute to the factory inspectorate, 


medical and other; they had never received enough pub- 


licity. The combination of medical with other inspectors 
had led to good results. The Committee would develop 
the machinery of inquiry (as distinct from research) into 
industrial health questions by increasing facilities for x-ray 
examinations, examinations of blood samples, medical 
supervision of particular cases of illness, and so on. Soon 
‘after he came to office he issued an order relating to 
medical services in factories. Many employers who 


opposed him very much at the time now told him that 


alveolar bone. 


this had proved to be one of the greatest economies ever 
introduced into the industrial system. He believed that 
the development of medical services in factories would 
go on after the war by its own volition, and that among 
the qualifications for good managership would be reckoned 
an interest in and knowledge of industrial health and 
hygiene. What was needed was a greater exercise of the 
experimental mind in this respect. A good deal of pro- 
gress was made during the last war, but with the great 
unemployment period there was a setback. He paid a 
tribute to the pioneer work of Sir Thomas Legge, the ‘first 
medical inspector of factories. It was such work as his 
to which it was now desired to give further impetus. 

In reply to a question as to how the recommendations 
of the Committee would be implemented, Mr. Bevin said 
that where regulations were necessary these would be 
operated through the Factory Department of the Minis- 
try; where social change was necessary they would be 
operated through the Welfare Department; and where 
scientific development was called for, through the various 
scientific bodies. : 


OCCUPATION THE MOUTH 


An article by Schour and Sarnat! on oral manifestations 
of occupational origin is of topical interest now that so 
many practitioners have entered the factories to promote 
health in industry. The oral cavity is especially prone to 
occupational disease. Foreign substances which are inhaled 
or ingested during talking, laughing, and eating tend to col- 
lect and stagnate in the mouth, especially along the gum 
margins of the teeth. The rich blood supply, too, although 
it promotes resistance to infection, brings to the oral cavity 
substances which may have been absorbed elsewhere. Thus 
the soft tissues and the bone may be affected by local or | 
systemic irritation, but the exposed enamel and dentine, 
being both avascular and acellular, are affected only by 
local factors. The teeth may be injured mechanically, 
often in a way characteristic for the occupation—for 
example, by threads, tacks, nails, or similar articles held 
in the mouth. Dusts such as cement and sand produce 
generalized abrasion, and acid fumes decalcify the 
dentine and enamel. Damage to the soft tissues by 
acid fumes, or gases such as ammonia, chlorine, and 
bromine, may favour secondary infection and Vincent’s © 
ulceration. Chronic and recurrent irritation, as in food- 
tasters, glass-blowers, and cobblers, may give rise to leuko- 
plakia and carcinoma. A high incidence of tooth decay 
has been reported among workers in sugar dust, which is 
deposited on the labial aspect of the gum margins, where 
it stagnates, with consequent fermentation and formation 
of acid. The “sugar caries ” which results is highly charac- 
teristic. The crowns of the teeth may be stained various 
colours by metallic dusts, but the staining is superficial and 
is removed by proper cleaning. On the other hand the 
gingival lines of lead, bismuth, and mercury are due 
to the deposition of the sulphides of the heavy metals in 
the dermis. Phosphorus, mercury, and radium affect the 
In the early stages the disease may not 
extend beyond the apices of the teeth, but in the later 
stages the osteomyelitis may include the greater portion 
of the jaws and be followed by sequestration. Gingival 
bleeding, ulceration, and necrosis of the maxilla may also 
result from exposure to benzene, as a result of the toxic 
action on the blood-forming organs. 

Almost all the oral manifestations of occupational 
origin are predisposed to and aggravated by neglect of 
oral hygiene. In fact, the presence of the aetiological 
agent alone is not enough to cause oral disease; the 


1 J. Amer. med. Ass., 1942, 120, 1197. 
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general and the oral health of the patient are equally 
important. In other words, oral hygiene is an essential 
part of industrial hygiene. Nevertheless, nutrition sur- 
veys and the observations of medical officers entering 
industry since the war have shown that the essential basis 
for oral hygiene in the factory is lacking in this country. 
The state of the teeth of the worker is lamentable—wide- 
spread caries and gingivitis, and up to 50% edentulous 
before the age of 30. It is almost certainly due in large 
part to the malnutrition that was so prevalent before the 
present war.? The situation can be remedied only by a 
better standard of nutrition, better education of the pub- 
lic, and better provision for the prevention and treatment 
of dental disease during the years of growth. Until it 
is remedied, the task of the dentist trying to practise con- 
servative dentistry in the factory and to improve oral 
hygiene in the workers is not an enviable one. 


BRAIN VOLUME DURING ANAESTHESIA 


_ Swelling of the brain during an intracranial operation is 


serious and may be such as to make the operation difficult, 
if not impossible. White and his co-workers,’ in some 
studies on cats from which the brains were removed and 
examined when various conditions of anaesthesia had been 


reproduced, have shown which factors lead to brain swell-. 


ing and how they may be avoided. The anaesthetics used 
were pentobarbital sodium (nembutal), nitrous oxide, and 
ether. Anoxia, from obstruction of the respiratory tract, 
from failure of the respiratory centre, or from an inade- 
quate volume of oxygen in the inspired mixture, always 
led to swelling of the brain by exudation of fluid from 
the capillaries. Nembutal and ether did not of themselves 
cause swelling of the brain, but did so in the presence of 
anoxia. Anoxia from obstruction of the respiratory tract 
can be avoided by endotracheal intubation, which is, there- 
fore, important in general anaesthesia for neurosurgery, and 
is recommended by the authors as a routine for this work. 
Nitrous oxide should not be used alone for craniotomies 
because reduction of the inspired oxygen percentage below 
10%, or any oxygen saturation of the arterial blood below 
80%, led to brain swelling. The slight apparent swelling 


of the brain under ether from its vasodilator effect on the 


cerebral vessels was not considered significant, and when 
it occurs in man is not disturbing to the surgeon. The 
authors found that engorgement of the cerebral vascular 
bed was not related to anoxia per se, but to an increase in 
the tension of CO, in the arterial blood. Hypercapnia can 
occur in general anaesthesia, and should be avoided by 
using endotracheal anaesthesia and by ensuring that CO, 
cannot accumulate because of a faulty anaesthetic machine. 
Whereas, experimentally, anoxia and hypercapnia have 
been studied separately, in poor general anaesthesia they 
generally occur together, and when there is severe respira- 
tory obstruction which prevents adequate intake of oxygen 
and qutput of CO. there may be such extreme swelling 
and congestion of the brain that it entirely fills the cranium 
and herniates through the operative defect. 

The importance of adequate oxygenation of patients with 
head injuries is discussed by these authors and also by 
Schnedorff and others, who have shown that in experi- 
mental concussion in dogs and in cerebral injuries in 
human beings the oxygen saturation of arterial blood may 
fall well below the critical level at which exudation of fluid 
from the capillaries occurs. Most of the patients who die 
come into this group, but those with oxygen saturation 
above the critical level recover. A warning of especial 
importance in wartime is that removal by aeroplane of 


2 The Human Needs A <i by B. S. Rowntree, London, 1937. 
3 Arch. Surg., 1942, 44 
4 Surg. Gynec. Obstet., "1940, 70, 628. 


patients with cranial injuries is dangerous. There are 
changes in the volume of the cranial contents at about 
11,000 feet; atmospheric oxygen is reduced to about 15 
vols. %, at which level in the normal individual arterial 
oxygen tension falls to about 85%. 


SURGERY OF COMMUNICATING 
HYDROCEPHALUS 

When progressive hydrocephalus is not due to obstruction 
to the flow of cerebrospinal fluid, it is logical to limit the 
secretion of fluid by destroying the choroid plexuses. 
Scarff' has reported upon the results of a series of endo- 
scopic ‘cauterizations of the choroid plexuses, using an 
improved ventriculoscope, which he first described in 1935. 
Putnam’ had previously recorded a method of introducing a 
lighted instrument through a burr hole into the large ven- 
tricles of hydrocephalic children. Good illumination of the 
choroid plexuses was obtained, and it was found possible to 
cauterize them under direct observation without an exten- 
sive operation. Unfortunately, leakage of fluid caused a 
fall in pressure, followed in some cases by collapse of 
the patient. Dandy,* who first attempted destruction of the 
choroid plexuses by open operation in 1918, attributed his 
fatalities to this collapse, and described the falling in of 
the thin cerebral hemispheres. Scarff maintains the pres- 
sure by means of a reservoir of fluid connected to the 
ventriculoscope, which can be raised to equal the intra- 
ventricular pressure. At first he used Ringer’s solution, 
but he has found a solution of sodium, potassium, calcium, 
and magnesium chlorides—“ artificial cerebrospinal fluid” 
—to be more easily tolerated. His operative technique is 
similar to Putnam’s and his results are interesting and en- 
couraging. He has performed 48 operations on 20 patients, 
cauterization of the plexus on each side counting as two 
operations. Three children died as a result of the opera- 
tion, and it seems that in each case death was due to sudden 
fall in intraventricular pressure after the patient had re- 
turned to bed. He later prevented a similar catastrophe by 
promptly restoring the pressure with an intraventricular 
needle connected to a reservoir of artificial spinal fluid. 
Although his total operative mortality is 6%, Scarff has 
had no deaths in the last 4 years. Seven (35%) of the sur- 
viving children were not greatly improved, but the other 
10 (50%) have maintained a reduced intracranial pressure 
for periods ranging from 6 months to 6 years. Of these, 
4 are mentally quite normal and 3 are only moderately 
retarded. Moderate hydrocephalus in childhood often 
becomes stationary, and is not necessarily accompanied by 
backwardness, but in all Scarff’s patients there was pro- 
gressive and even great enlargement of the head before the 
operation, while his clinical photographs show very con- 
vincingly the results he has achieved. Non-obstructive 
hydrocephalus is, of course, only one of the many causes 
of cranial enlargement in early life, and Scarff rightly 
stresses the importance of careful investigation, including 
a ventriculogram and a dye test—recovery of dye intro- 
duced into the ventricles by lumbar puncture. This must 
be followed by careful selection of cases, radical cauteriza- 
tion, and a most meticulous post-operative observation, for 
the good results depend upon timely intervention and 
sometimes upon a further operation. 


Sir Charles McMoran Wilson, President of the Royal 
College of Physicians of London, who was created a baron 
in the New Year Honours, has taken the title of Baron 
Moran of Manton in the County of Wiltshire. 


1 J. Pediat., 1935, 6, 870 

2 Amer. J. Dis. Child., 1542, 63, 297. 
3 New Engl. J. Med., 1934, 210, 1373. 
4 Ann. Surg., 1918, 68, 569. 
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DECREASE IN MENTAL ADMISSIONS 


BRITISH 
‘MEDICAL JOURNAL 


DECREASE IN ADMISSIONS TO MENTAL 
OBSERVATION WARDS DURING WAR 


BY 


FREDERICK HOPKINS, M.D. 
Consulting Psychiatrist, Smithdown Road Hospital, Liverpool 


Much has been thought and written about the effect of war 
conditions on the neuroses, and it is generally agreed that 
there has been little or no increase even among populations 
who have been subjected to the heaviest enemy action. Less 
attention has been given to the influence of war conditions 
on the incidence of the more grave mental disturbances of 
psychotic nature. The facts regarding this subject are not 
easily ascertained, but it has seemed to me that it might be 
worth while to consider some statistical details relating to a 
particular area, and that these, taken together with similar 
details from other areas, might have a general implication. 

It is impossible to state the actual incidence of mental 
disturbance in any given community, but it can be said that 
the great majority of persons whose mental condition or 
behaviour demands restraint and/or supervision must be 
admitted to suitable institutional care. In this area, except 
with those individuals—a small proportion—whose means allow 
of private care, or in cases in which voluntary admission ‘o 
county mental hospitals is arranged direct, such persons must 
in the first place go into a mental observation ward. The 
variation in the number of admissions and of types of disorder 
should therefore have some significance in relation to the 
population as a whole. 


Yearly Figures for Liverpool 


The mental observation wards, male and female, for the 
whole of the administrative and “user” area of the City of 
Liverpool, supplying a population of upwards of a million, 
are confined to a section of one large municipal general 
hospital. It was therefore decided to note the yearly total 
of admissions to these wards for each of the first three years 


of the war and for the three years preceding it, calculating. 


each year from Sept. 1 to Aug. 31. It would have been 
interesting to make a diagnostic classification, but to do this 
accurately is quite out of the question in view of its inherent 
difficulty and of the often short period of stay in hospital. 
There are, however, several conditions in which a definite 
diagnosis is available, and three fairly common reasons for 
admission for observation are those of attempted suicide, 
epilepsy, and G.P.I. 


Cases in Female Wards 


1936-7 | 1937-8 | 1938-9 | 1939-40 | 1940-1 | 1941-2 
Admissions .. 603 631 570 465 395 357 
Attempted suicide , 4 66 66 39 gee 34 
Epilepsy .. 35 40 ox. : 37 21 26 
G.P.I. bee bees 11 11 13 4 3 7 
631 623 . 581 464 402 383 


Discharges 
To mental hospitals 183 160 142 108 105 - |} 112 


Cases in Male Wards 


1936-7 | 1937-8 | 1938-9 | 1939-40 | 1940-1 | 1941-2 


Admissions .. 530 547 484 493 374 338 
Attempted suicide 65 68 82 61 38 31 
Epilepsy .. aa 35 28 18 15 21 
G.P.I. “s 21 26 22 17 12 14 


Discharges 529 3 es 485 519 404 340 
To mental hospitals 110 107 122 138 135 131 


The yearly total of admissions for mental observation, both 
male and female, is given, and the yearly number of those 
who were transferred to mental hospitals. The difference 
between the latter figures and the total discharges for each 
year is accounted for by the number of patients who were 
discharged to their friends or relatives and to other wards or 
hospitals (no longer requiring mental supervision), or who died. 
It will be seen that a steady fall in the number of admissions 
began from the year preceding the outbreak of war, and that 
there was a very pronounced drop from 1936-7 to 1941-2. 
The numbers of cases transferred to mental hospitals show 


some variation, but this has no immediate significance as regards 


the incidence of mental disorder, patients being transferred only 


when vacancies at mental hospitals are available. 


Commentary 

Is the great reduction in the admissions indicative of a 
decrease in the incidence of mental disorder? The figures may 
have been influenced by several factors, such as a lowering of 
the population of the area, admission of psychopathic indi- 
viduals into the Services, an increase in the number entering 
county mental hospitals directly as voluntary or temporary 
patients, the evacuation of the more unstable types of individual 
to “safe” areas, and possibly increased admissions into hos- 
pitals from safe areas. Though these factors may have played 


a part, it is to be observed that the number of transfers to 


mental hospitals on certificate from this hospital has shown 
no notable change and that there is a fairly constant hard 
core of the more intractable, more severe, or chronic cases 
which require longer institutional care. It would appear, then, 
that the reduction in admissions applies mostly to the less 
severe, less urgent, and more transient cases; and it would 
seem reasonable to assume either that. such cases remain at 


home or that they occur less frequently. The former explana- _ 


tion is unlikely, because it seems that in families in wartime 
there is less willingness or ability to give the care and super- 
vision necessary for mentally handicapped members. Indeed, 
a relative increase of old people and of mentally defective 
individuals is noticeable among the admissions, patients coming 
into hospital who show disabilities of long standing but who 
previously had been cared for in their own homes. Diagnostic 
classification of all the admissions might have thrown some 
light on this question, but as it has been impossible to do 
this with any reliability the investigations have been confined 
to the three conditions shown in the tables. The figures for 
epilepsy and G.P.I. show a downward trend during the war 
years, but the significance of this can only be a matter for 
speculation. The marked decrease in suicidal attempts, how- 
ever, is striking, and may have some relation to the general 
decrease in admissions. 


Conclusion 


It seems to me that the above figures point to a decrease 
during the war in the incidence of mental disturbance, and 
that this decrease is the result of wartime conditions. Of these 
conditions the chief factors appear to be the increased oppor- 
tunities of employment, the strengthening of the community 
spirit, and a lessening of that consciousness of mental isolation 
which is so favourable to the development of psychological 
abnormality. 

Acknowledgment is made to Dr. P. Steel, medical superin- 
— of Smithdown Road Hospital, sr permission to publish these 


| 


THE EMPIRE RHEUMATISM COUNCIL 


The sixth annual report of the Empire Rheumatism Council 


announces that an agreement on joint policy has been reached 


with the British Orthopaedic Association, one of the items being 
that orthopaedic hospitals or orthopaedic de ——— of - 


general hospitals shall include on their medical staffs a physician 
with a special knowledge of rheumatic diseases, and rheumatism 
centres shall include an orthopaedic surgeon. To put the policy 
into effect a standing advisory committee has been constituted, 
with Lord Horder as its chairman and Mr. G. R. Girdlestone 
as vice-chairman. The report mentions increased pressure on 
the very few treatment centres in industrial areas. It is truc 
that some of the spa institutions are not fully utilized, but, 
valuable as is the part which they can take in rheumatism 
treatment, obviously they cannot meet the needs of the many 
thousands of sufferers who require facilities near their homes. 
Clinics in London—the Red Cross Clinic, the clinic of the Order 
of St. John, and the clinic at the West London Hospital—are 
working to capacity or beyond it, and other treatment centres 
in England and Scotland report that their services are fully 
utilized. The statistics of the clinics show that about 60% of 
the patients obtain cure or substantial relief if they receive 
the right treatment at an early stage, and this without serious 
disturbance of their industrial and domestic life. The fact 
remains, however, that the number of centres is so inadequate 
that for the majority of sufferers no facilities for appropriate 
treatment are available. By careful husbanding, the total funds 
at the disposal of the Council have increased to nearly £9,000. 
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MEDICAL JOURNAL 


CONSULTATION BETWEEN THE GOVERNMENT 
AND THE MEDICAL PROFESSION 


The following statement has just been issued by the Secretary 
of the British Medical Association : j 


This announcement is of importance to every member of 
the medical profession. It was made clear on behalf of the 
Government in the recent Parliamentary debate on the 
Beveridge report that the object of the Government is to 
organize publicly for the first time a unified and comprehensive 
health service to cover the whole range of medical service, 
special and general, institutional and domiciliary, this service 
to be universally available to every member of the community. 


At the Minister of Health’s invitation representatives of the’ 


main bodies of the medical profession, including the British 
Medical Association, met him on Tuesday, March 9, to consider 
his suggestions on the procedure to be adopted for consultation 
between the Minister and the medical profession in the months 
ahead. The Minister has asked that there shall be set up a 
committee, representative of the medical profession as a whole, 
to consider with him and his officers the many and important 
problems and difficulties involved. It was agreed that this com- 
mittee would have no power whatever to commit the medical 
profession either in principle or in detail. Further, an under- 
taking has been given that the discussions will take place not 
on the basis of any preconceived plan of the Minister, but 
“from the ground.” It is contemplated that when the stage is 
reached that the Government, after consultation with the 
medical profession, is ready to indicate in general terms the 
measures the Minister has in mind to submit to Parliament on 
behalf of the Government, those proposals will be submitted, 
before any final decision is reached as to what is to be put 
before Parliament, to the various medical bodies represented in 


_ the discussion with the Minister, for their full consideration 


and the expression of their views. s 
In the case of the British Medical Association this will mean 
that at the appropriate time the Government’s provisional pro- 
posals will be considered by the Council and all Association 
Committees affected, including Group Committees, by the 
Divisions, and by the Representative Body. Divisions will be 
requested to ascertain the views of non-members as well as 
members of the Association. After decision by the Representa- 
tive Body, and only then, will the Association be asked to 
commit itself to decisions. Similar considerations apply to the 
other co-operating medical bodies. ‘ 

The Minister’s assurance is set out in the following official 
communication addressed by the Secretary of the Ministry of 
Health to the Secretary of the British Medical Association : 


“Dear Dr. Anderson, 
“ Following the preliminary meeting which took place on 


Tuesday last between the Minister and representatives of the medical: 
profession it may be useful if I set out shortly what we conceive to - 


be the scope and purpose of the discussions of the proposed National 
Health Service which, as has been agreed, will now take place. 

““T need not tell you that the establishment of a Health Service 
on the lines envisaged by the Government would constitute the 
greatest single step forward in public health in the history of this 
country, nor that the working out of this scheme will throw up a 
mass of novel an1. difficult problems. Moreover, the scheme will of 
necessity affect deeply the structure of the medical profession. These 
considerations alone would make it incumbent on the Minister and 
his advisers to seek all possible help and guidance from the pro- 
fession; and, so far as the Department is concerned, this is the 
primary object of the proposed discussions. 

“The Minister appreciates, of course, that views expressed on 
your side must not be taken as committing the profession as a whole, 
and similarly he does not contemplate announcing in the course of 
the discussions any final conclusions on the part of the Government. 
What he desires is a frank expression of the opinions of those best 
qualified to judge both issues of a technical and professional kind 
and—what is no less important—as to the probable attitude of the 
profession towards any proposals that may be put forward. 

“We contemplate that at some stage it will no doubt be con- 
venient to the profession, and, indeed, to all concerned, if a state- 


ment is published indicating in general terms the kind of measures - 


which the Minister would have in mind to submit to Parliament on 
behaif of the Government. This will afford your group ample oppor- 
tunity for further deliberation and reference back to the constituent 
bodies ; and in framing any time-table we shall not lose sight of the 
fact that so many of the profession are serving over-seas. 

“As you will understand, the same considerations will apply to 
the discussions now about to begin with representatives of the local 
government organizations and of the voluntary hospitals. 

“I am authorized to say that the Secretary of State for Scotland 
has seen this letter and agrees that its terms represent the basis on 
which any discussions which may: take place with the “profession on 
problems that have special reference to Scotland will proceed. 


“1 may add that you are at liberty to bring this letter to the 
notice of the profession by publication in the medical press or 


otherwise as you think fit. : 
“Yours sincerely, 


(Signed) E. J. Maupe.” 


Consultations have been proceeding between the Association, 
the three Royal Colleges, and the Society of Medical Officers of 
Health as to the composition of the representative committee 
to take part, though not as plenipotentiaries, in the discussions 
with the Minister and his officers on the position in England 


‘and Wales. It is anticipated that the general discussions on 


the main fabric of the proposed scheme will cover Scotland, 
and for this purpose special representatives of Scotland are 
added. It has been agreed that a body of the following com- 
position can be regarded, for the purposes of these discussions, 
as adequately and properly representing the medical profession. 
The Representative Body of the Association at its meeting on 
March 31 will be asked to endorse this view. 


Representative Committee 

Chairman of Council of B.M.A. (Mr. H. S. SouTrar). 

Chairman of Representative Body of B.M.A. (Dr. PETER 
MACDONALD). 

2 representatives of Royal College of Physicians: Lord Moran, 
President ; Dr. H. E. A. BOLDERO. ; 

2 representatives of Royal College of Surgeons: Sir ALFRED 
WEBB-JOHNSON, President ; Sir GIRLING BALL. 

2 representatives of Royal College of Obstetricians and Gynae- 
cologists: Sir WILLIAM FLETCHER SHAW, President; Mr. W. 
GILLIATT. 

2 representatives of Society of Medical Officers of Health: Dr. 
G. F. BucHaN; Dr. H. M. C. Macaulay. 

2 representatives of Medical Women’s Federation: Dr. Doris 
OpLuM ; Dr. Mary ESSLEMONT*. 

1 representative of Provincial Teaching Staffs Association: 
Prof. T. H. OLIVER. 


_ Chairman of Conference of Local Medical | and Panel Com- 


mittees (Dr. J. A. BROWN*). 
Prof. R. M. F. PICKEN, Chairman of Public Health Committee, 
B.M.A.; Professor of Preventive Medicine, Welsh Nationa! 
School of Medicine. 
Mr. R. L. NEWELL, Chairman of Hospitals Committee, B.M.A. : 
Hon. Assistant Surgeon, Manchester Royal Infirmary. _ 
Prof. HARRY PLATT, member, Special Practice Committee, 
B.M.A.; Professor of Orthopaedic Surgery, University of 
Manchester. 
Prof. HENRY COHEN, Professor of Medicine, University of Liver- 


pool. 
De i. Guy Dain,* Member of Council and former Chairman 


of Representative Body, B.M.A. : 

Dr. E. A. Greco,* Chairman of Insurance Acts Committee, 
B.M.A. 

Dr. S. WAND,* Chairman of General Practice Committee, B.M.A. 

Dr. A. S. WIGFIELD,* Hon. Secretary, East Herts Division ; 
Physician, Royston Cottage Hospital. Hie 

Dr. S. A. WINSTANLEY,* Member of Insurance Acts Committee, 
B.M.A.; Hon. Medical Officer, Urmston Cottage Hospital. 

Dr. F. Gray,* Member of Council and of Insurance Acts Com- 
mittee, B.M.A. 

Dr. P. V. ANDERSON,* Member of Insurance Acts Committee, 
B.M.A.; Hon. Secretary, Bishop Auckland Division. ; 

Dr. O. C. CaRTER,* Member of Council, B.M.A. ; Hon. Secre- 
tary, Bournemouth Division; Hon. Anaesthetist, Royai 
Victoria Hospital, Bournemouth. ; 

Dr. D. J. B. Witson,* Member of Insurance Acts Committee, 
B.M.A.; Chairman, Buckinghamshire Division. | 

Dr. J. A. L. VAUGHAN Jones,* Member of Council, B.M.A. ; 
Hon. Secretary, Leeds Division. } 

Dr. A. TALBoT ROGERS,* Member of Insurance Acts Committec, 
B.M.A. ; Hon. Medical Officer, Bromley and District Hospital. 

Dr. W. V. HoweLts,* Hon. Anaesthetist, Swansea Hospital. 


To be appointed: One Member of Staff of Provincial Non- 


teaching Hospital. 
Scottish Representatives 
Royal College of Physicians, Edinburgh: Prof. C. MCNEIL, 


President. 
Royal College of Surgeons, Edinburgh : Mr. H. Wape, former 


President. 
Royal Faculty of Physicians and Surgeons,-Glasgow: Dr. J: H. 


MACDONALD, President. 
Dr. J. B. MILLER,* Deputy Chairman of Representative Body, 
B.M.A. 
Dr. A. F. Witkie MILLarR,* Chairman of Scottish Committee, 


B.M.A. 
Dr. J. F. Lampie,* Chairman of Scottish Insurance Acts Sub- 
committee, B.M.A. 


* General practitioner. 
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CORRESPONDENCE 


The B.M.A. fully recognizes that so far as is possible every 
step should be taken to give members of the profession on 
Service an opportunity of expressing their views on any plan 
put forward by the Government. When proposals are put 
forward by the Government for examination by the medical 

rofession, machinery will be set in motion for communicating 
individually with Service men and women whose views cannot 
be ascertained through the normal machinery, for the assess- 
ment of those views, and for their presentation to the Repre- 
sentative Body. 

Now, as perhaps never before, there is a need for unity within 
the medical profession. The present phase is one of consulta- 
tion without commitment, and the various bodies within the 
profession, notably the B.M.A. and the Royal Colleges, have 
agreed to cc-operate in one representative committee. It is 
inevitable that any scheme of reorganization deeply affecting 
the structure of the medical profession should be the subject 
of discussion, difference, and controversy. What is necessary 
now is that the medical profession should have confidence in 
those who will represent them in preliminary discussion, await- 
ing the time when, through its own organizations, it can examine 
concrete proposals and express its considered views. 


Correspondence 


The Need for a National Ac¢ident Policy 
Sirn,—The Factory and Welfare Advisory Board of the 
Ministry of Labour and National Service have recently pub- 
lished a pamphlet (PL113/1942, December, 1942) entitled 


_ “Fracture Treatment and Rehabilitation—Emergency Hospital 


Scheme.” The Board state that they “are anxious that indus- 
trial workers who, because of accidents of any kind, may be 
in need of special treatment should be in a position to take 
advantage of all the facilities that may be available for the 
provision of this treatment.” And then they state that “for 
this purpose . . . employers, trades unions, personnel manage- 
ment, and other interested persons should be aware of the 
facilities that have been provided under the Emergency Hospital 
Scheme by the Ministry of Health and the Department of 
Health for Scotland for fracture treatment and rehabilitation 
of industrial workers.” The pamphlet goes on to show how 


_ this scheme has developed from one originally “ intended mainly 


to cope with air-raid needs and to help the Services” to one 
which includes “a large-scale orthopaedic and fracture treat- 
ment service, with facilities for up-to-date rehabilitation ” for 
“war industry in the widest sense, including munition work, 
ship building and repairing, building and civil engineering, 
mining, agriculture, fishing, public utility undertaking, shipping 
and transport.” This “service” applies whether the fracture 
occurs during employment or not. 

So far so good, but when men and women are injured in 
factories only a small proportion of those cases which lose 
three days or more—i.e., reportable accidents—are fractures. 
Evidence for this statement comes from the Annual Report 
of H.M. Chief Inspector of Factories (1936), where it is stated 
that 8,530 fractures occurred, excluding fractures of the skull, 
out of a total number of 176,390 injuries—i.e., a fracture 
incidence of 4.8% in a factory population then of. over 
5,000,000. Even if the rate for 1942 is greater it is reasonable 
to suppose that it is still below 10%. 

In a covering letter introducing his policy for fracture treat- 
ment which he sent to the director of the British Employers’ 
Confederation on Dec. 28, 1942, Mr. Ernest Bevin states that 
the purpose of this arrangement—namely, the fracture treatment 
service, including rehabilitation—was “to get those employed 
in industries vital to the war effort back to their posts at the 
earliest possible moment and as fit and well as modern medicine 
could make them.” We must agree that fractures require 
specialized treatment by specially trained surgeons, and in 
industry we are more than grateful that this view is at last 
generally accepted by British surgeons, thanks to the pioneer 
work of the B.M.A. Fracture Committee. But from the evidence 
it is reasonable to suggest that Mr. Bevin’s Advisory Board 
and Mr. Bevin himself have not faced the problem fully. Why 
only provide special facilities for fractures, which constitute 
at most one-tenth of the cases? Is the reason possibly the fact 
that Mr. Bevin is inadequately advised? I feel certain, from 
personal knowledge of the vigorous action that he has taken 


in other matters to do with the health of the working man, 
that if the position was laid fully before him he would act 
still more forcefully and introduce a scheme to include all 
workers who are incapacitated because of accident, no matter 
what the form. 

So once again British surgery has a challenge, this time 
directly from the workers themselves, through those of us 
who are in daily contact with them in the factory. They 
demand that the treatment and rehabilitation of the soft-tissue 
injury, the infected hand, or the lacerated wound will be on 
a par with that available for the fracture. For these injuries, 
both in their effect on production and on future earning power, 
are in every way as incapacitating as the fracture ; and because 
numerically they outnumber fractures many times, the problem 
they present is proportionately greater. Who, then, is to take 
up this challenge? Will the British Orthopaedic Association 
come into the field and give us a lead? It seems to me that 
orthopaedic surgeons, and in particular those who come into 
personal contact with injured members of the fighting Forces, 
must surely be the body not only best organized but as a group 
most fully qualified to provide the answer.—I am, etc., 


Birmingham. DONALD STEWART. 


Blood pH and Haemolysis 


Sir,—Lieut.-Col. Felix Smith and Capt. R. Winston Evans 


(March 6, p. 279) appear to make two claims: (1) that increasing 
the pH of hypotonic saline increases the resistance in vitro of 
erythrocytes from normal and malarial subjects to haemolysis 
in that solution ; and (2) that increasing the pH of the blood 
in vitro increases the resistance of the erythrocytes of black- 
water fever patients to haemolysis in the blood stream. That 
they regard these two observations as related is shown by their 
statement: ‘“ The application of the results of the experimental 
work on fragility mentioned above is obvious. Alkalis must 
be given in such amounts as actually to increase the pH of 
the blood plasma.” With a similar argument one could say 
that because oxygen will relieve an airman at 15,000 ft. of 
his light-headedness and irresponsibility, therefore it will cure 
the drunken sailor at sea level of his alcoholic intoxication. 

It is true that in some, but not all, haemolytic states there 
is an increased osmotic fragility of the erythrocytes. This is, 
however, much more likely to be a result rather than a cause 
of the disease process. Even in familial acholuric jaundice, 


- where the change is marked, the condition persists after 


splenectomy when the haemolysis is checked. And in black- 
water fever the fragility is only very slightly increased. 

It would be more reasonable for the authors to claim that 
alkalinization of the urine in blackwater fever cases is not 
sufficient and that a state of alkalosis must be produced to 
prevent haemolysis, though to do so would need more evidence 
than they have brought forward (their observation is apparently 
based on the findings in three out of their sixteen cases). To 
relate this, however, directly to the prevention of haemolysis 
in vitro under highly artificial conditions is unwarrantable. 
Furthermore, while none of the dangers of alkalosis has been 
mentioned, treatment by early blood transfusion is deprecated, 
in part because of the alleged but not substantiated high reaction 
rate. This is attributed to incompatibility of the donors’ blood, 
so that a cross-matching test at ice-box temperature is recom- 
mended. “It often happens that out of a dozen donors, all 
of the same group as the patient, only one or two—and some- 
times none at all—are really compatible when subjected to 
this stringent test.” The authors cannot be aware of the fact 
that 75 to 98% (according to various authors) of normal bloods 
contain auto-agglutinins active at this temperature. Thus under 
the conditions laid down the vast majority of donors would 
be incompatible even with a normal recipient. It would be 
more logical to advise cross-matching at 37° C.; auto- 
agglutinins active at room temperature but not at body tempera- 
ture are not infrequently found in haemolytic states. Pseudo- 
agglutination also is often extreme. 


One’s experience of cases of blackwater fever in this country. 


is necessarily limited. In two recent cases, however, repeated 
blood transfusions with concentrated red cell suspensions were 
without reaction and gave most satisfactory results. Similar 
good results have been obtained elsewhere. This may largely 
be due to the extreme care taken by the War Emergency Blood 
Transfusion Services in the preparation’ of anticoagulant 
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solutions and administration apparatus. Certainly one would 
require evidence that (a) pyrogens were absent from the authors’ 
transfusion fluids and apparatus, and (b) reactions were unduly 
common and severe in cases of blackwater fever, but not in 
control cases, before denying such patients the generally 


‘accepted benefits of blood transfusion.—I am, etc., 


Sutton, Surrey. ‘ JouN F. Loutit. 


Calorie Control 


Sir,—The article by Dr. A. C. Crooke and Miss Ella Scott 
(Jan. 16, p. 64) and the comments thereon are most instructive. 
I am sure Dr. Crooke is right, and I believe that Dr. C. M. 
Fletcher’s observation (Feb. 13, p. 201) that diabetics (he might 
have said all Englishmen) are conservative in their dietary 
habits is part of the explanation. The limits within which 
reasonable meals can be altered are small. For the purpose 
of this controversy a diabetic, taking a daily morning dose of 
Z.P.I. 28 units and S.I. 12 units, has made a great effort to 
vary the proportion of carbohydrate in a breakfast of 500 


calories. The results are tabulated below: 
B. Sugar in mg.% 
. Day |C.|P.| F.| Calories Result Remarks 
8 a.m. | 12 noon 
1 55\22'23 515 300 225 Drop 75 mg.% | Ordinary breakfast 
2 (752013) 497 343 131 Drop 212 mg.% | High C. 
3 1373326) 514 12 162 Rise 50 mg.% Low C 
4 |8020)13) 517 93 93 No change High C 
5 |3422:32)} 512 93 93 | No change Low C. 
6 {83,1810} 494 68 Insulin | Drop Severe insulin attack 
| | Teaction| 11.30 a.m.-1 p.m. 
7 sae 506 306 281 Drop 25 mg.% | Low C. 


The meals fall into three groups according to the amount 
of carbohydrate. First, the usual type of breakfast with 55 g. C. ; 
secondly, three with 75 g. C. and over ; and, thirdly, three with 
37 g. C. and under. The protein was fairly constant (18 to 
33 g.) and the fat varied from 10 to 30 g. The food value 
varied only by about 20 calories. 

As judged by the fall in blood sugar the insulin had a greater 
effect when the proportion of carbohydrate was high ; indeed 
a severe insulin reaction occurred 34 hours after the highest 
carbohydrate breakfast. The reason is perhaps the rapid 
digestion and absorption of carbohydrate which in the presence 
of insulin is withdrawn from the blood and stored. 

So far as they go these results confirm Dr. Crooke’s conten- 
tion that carbohydrate, protein, and fat can be interchanged. 
This principle is not new. Ten years ago Rabinowitch (Diabetes 
Mellitus, Toronto, 1933) used a high-carbohydrate, low-calorie, 
and, especially, low-fat diet (e.g., 238 C., 80 P., 90 F.), and 
claimed that less rather than more insulin was needed than 
with the high-protein and fat diets usual at that time (e.g., 80 C., 
100 P., 150-200 F.). Both he and Dr. Crooke recognize a 
constant calorie value as the steadying factor, and Dr. Crooke 
has gone a step further in varying the ingredients whieh make 
up the total caiories. He has done a good service to all diabetics 
in removing almost the last difference between them and normal 
people.—I am, etc., 


Hove. G. M. WAUCHOPE. 


Caesarean Section in Dystocia 

Sir,—I am substantially in agreement with the views rebeed 
by Mr. L. G. Higgins (Feb. 20, p. 212). The points thi to 
raise are merely minor criticisms and do not “afféct my 
sympathy with his main proposition that Caesa¥Yean section 
is less dangerous for the mother and child than difficult vaginal 
delivery. 

The series of cases which he gives in support of his thesis 
at the top of page 213—868 with 3 deaths—includes 318 reported 
by individual operators without mortality. The trouble is that 
individual operators tend to report series only when the mor- 
tality is notably low. What is required to get an accurate 
idea of the mortality of the operation is an inquiry on the 
lines of that made by Holland and Kerr in 1921, covering 
all the large maternity ynits in Great Britain. This would 
eliminate the element of luck and demonstrate the results of 
the operation in average skilled hands. ; 

It is not quite clearwhether Mr. Higgins’s paragraph on 


elective operations applies to the lower segment operation only : 
|_ he does not actually say so. 


Later on, when considering the maternal mortality of for- 
ceps delivery, he picks on two unnamed hospitals whose 
figures he gives, and deduces that the mortality is about 1%. 
We are not -told anything about the state of these mothers. 
Is it not fair to suggest, as he himself does higher up about 
Caesarean section, that in some of these forceps cases the 
mother may have been “suffering from some grave compli- 
cation, by which the outlook is already prejudiced.” While 
I am convinced that his main proposition is right, it does not 
seem to me reasonable to compare a largely selected series 
of Caesarean sections with an unselected series of forceps 
deliveries from two hospitals. 

Any extensive survey of the results of Caesarean section in 
Great Britain should certainly include figures on rupture of 
the lower segment scar. It is frequently stated that the risk 
is very small, and this is probably true, but it would be much 
more satisfactory to have a large body of statistics on the sub- 
ject. Surgeons do not always publish their cases of ruptured 
scar, and the experience of a single hospital, even a very large 
unit, is not great. The lower segment operation, as Mr. Higgins 
points out, has revolutionized the outlook for potentially in- 
fected cases, and I hope we have now left far behind us the 
days when every Caesarean section was regarded as a blot on 
the hospital statistics. Our aim should be to get the best 
possible results for mother and baby in each case, whatever 
method is used. This paper goes far to show the advantages 
of Caesarean section in cases other than the older indications 
of severe contraction of the pelvis and pelvic tumours.—I 
am, etc., 


Leeds. ANDREW M. CLAyYE. 


Scientific Freedom and Social Medicine 


Sir,—I thought the suggestions made by Dr. Geoffrey Bourne 
(Feb. 20, p. 227) were é¢xcellent so far as they went. They do, 
however, fall a little short of the changes really necessary. I 
have no doubt that Dr. Bourne had in his mind concerning 
the voluntary hospital a continuance of the present medical 
representation on the governing board, but he does not propose 
any extension of the arrangement to the public health hospital. 
Personally I would go further. In my view the present method 
of running hospitals by lay committees with a somewhat sparse 
sprinkling of medical members is not the best conceivable. 1 
would like to see the board or committee responsible for the 
immediate running of each hospital, voluntary or public health, 
very radically changed to allow the staffs a much greater power 
in the control. I do not, of course, suggest any change in the 
ultimate control of public health hospitals by the duly and 
democratically elected local authority. 

My standard board for both sections of the hospital world 
would consist of three groups of members. First, representa- 
tives of local citizens—i.e., members elected by the subscribers 
in voluntary hospitals and nominated by the local authority 
in the others. This group could, of course, be increased within 
limits by the co-option of people interested in and useful to the 
hospital. Secondly, representatives of the medical staff to a 
number at least equal to group 1. Thirdly, representatives 
of various outside bodies. These might include representatives 
nominated (a) by the local general practitioners, (b) by the 
Ministry of Health through some local organization, (c) on 
voluntary hospitals by the local public health authority, and 
on public health hospitals by the neighbouring teaching or 
important voluntary hospital, (d) by possibly the B.M.A. This 
third :group would be chiefly liaison in function, but would 
doubtless provide a-volume of valuable knowledge and experi- 
ence. It would also serve to keep the balance between the 
first two groups. 

I am afraid that, unless the public is made aware of the 
views of the profession by a vigorous campaign, there is very 
little hope of any reform in the present unsatisfactory methods 
of running many of our hospitals. In this country the quickest 
and best method of obtaining,results in such a matter is by 
those most interested getting together and working to the same 
end—in other words, by forming a committee or society. I am 
sure that a man in Dr. Bourne’s position would have no diffi- 
culty in Calling such a committee into being if he desires to 
do so.—I am, etc., 


London, S.W.20. A. J. Hosson. 
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Sir,—Dr. Geoffrey Bourne (Feb. 20, p. 227) has done well 
to reiterate the importance of scientific freedom, Sir James 
Walton (March 6, p. 298) to point out how much of this 
freedom is a keynote of the Medical Planning Commission’s 
draft interim report. Freedom, however, like so much else in 
the world to-day, is total. Security, for instance, is national 
and social. Each aspect in some respects enhances, in some 
restricts, the other. The components of freedom are scientific, 
spiritual, social, economic, and so on, each reacting as above 
on the rest. Many to-day, rightly or wrongly, put economic 
before spiritual or scientific freedom. There is one way, 


~ perhaps, by which economic freedom might be used to support 


scientific freedom so far as doctors are concerned. 

The profession might be organized in various services—e.g., 
a national service of general practitioners ; a regional service 
of voluntary hospital doctors (and perhaps other hospital 
doctors); a local authority service of public health doctors ; 
a Royal Naval, a Royal Army, a Royal Air Force, perhaps a 
Mercantile Marine Medical Service, and so on. The doctor in 
each could be given a basic salary according to his years of 
postgraduate work, plus emoluments.. The basic salary could 
be the same in all services, irrespective of rank, if any, for 
a doctor of the same postgraduate experience, no matter in 
which service or services that experience had been gained. 
The emoluments would, of course, vary. Thus in the fighting 
Services there could be emoluments in respect of rank. General 
practitioners could be paid a fee for emoluments according 
to the number of persons or scores or hundreds of persons 
on their list. (Administratively, according to some authorities, 
a unitary capitation system applicable to the whole population 
is impossible.) Hospital doctors could have their basic salaries 
augmented according to whether paying or insured persons 
could be seen or attended inside or outside the hospital. 
Similarly, stated emoluments could be paid to focal authority 
doctors. All emoluments, or the principle underlying the pay- 
ment of emoluments, should be frankly disclosed, however. 

A system of equivalent basic salaries such as this might 
emphasize equality and scientific freedom among doctors ; it 
would also make for mobility. Thus the young practitioner 
would not require to decide unduly early the service to which 
he proposed to devote his life-work. He could take his 
seniority (qualification for increased basic salary) with him 
wherever he went, and in wartime practitioners could be 
transferred to the fighting Services with less hardship than at 
present.—I am, etc., 

Glasgow. J. INGLis CAMERON. 


The B.M.A. and the Beveridge Report 


Sir,—Mary of your correspondents on the free choice of - 


doctor under the Beveridge scheme seem to take the attitude 
that “100% medical service” is a standard commodity that 
should be obtainabie at the same price at every surgery. . In 
practice, so much of medical therapeutics depends on that 
intangible quality “confidence” and so little on the actual 
drugs or technique employed that it seems to me essential for 
the welfare of the patient that within certain limits they should 
be allowed to pay their money and take their choice! 

The field of medicine is so vast that no one practitioner 
can ever be equally good at everything. There will always 
be the man who has a “ way with children,” or special experi- 
ence of skins, E.N.T., eyes, gynaecology, etc., and it should 
be possible for any patient to avail himself of these local 
subspecialties and for the practitioner to accept remuneration 
in exchange.—I am, etc., 


New Malden, Surrey. HELEN LUKIS. 


Sir,—There is one factor that your correspondents who 
favour the deletion of proviso (b) of the B.M.A. resolution 
have overlooked and that is, the point of view of the patient. 
The majority of those who can afford private fees would 
resent being placed on a “panel.” Sir John Anderson recog- 
nized this fact in presenting the Government’s view. He said, 
as reported in your columns: “ The Government has no inten- 
tion of forcing the new services on those who preferred to 
make private arrangements for medical attendance or hospital 
treatment.” 

There is a certain class to whom the benefits of the panel 
system might quite rightly be extended—i .e., the cependants 


of those within. the present income limit. Under the present 


panel system all the benefits of the Beveridge report are avail- 


able already. We send our patients to consultants at the 
hospital when necessary. By the hospital contributory scheme, 
which Sir William himself says is the ideal method, the patients 
benefit from all the hospital’s resources. The tuberculosis 
clinic and the child welfare centre are open to all. Above this 
income limit, patients are prepared to pay for treatment and 
usually prefer to. 

The panel system, admirable as it is in many ways, rightly 
or wrongly leaves with the patient a suspicion of superficial 
treatment and with the doctor a sense of insufficient remunera- 
tion for services rendered. That feeling will not be eradicated 
by including the whole population in a similar system, however 
extensive a propaganda extolling its benefits might be under- 
taken. If wealthy patients by purchasing a paltry weekly 
stamp can command the unlimited services-of a doctor, dis- 


content and resentment cannot but arise. They themselves 


would not wish to be in the same medical category as their 
household staff.—I am, etc., 
Histon, Cambs. A. E. Moore. 


Sir,—Some of us, surely, will hardly agree that Dr. H. W. 
Bland (March 6, p. 299) has put a question which can blow 
“sky-high” item (6b) of the forthcoming motion before the 
Representative Meeting. Provided the medical profession offers 
to “every man, woman, and child the whole resources of 
modern medicine,” such private patients could expect no 
advantage from their doctor. They might like, however, to 
preserve the priceless capacity of independence in much the 
same way as any individual may hitherto (in peace) secure his 
source of power and light privately and not through a public 
utility service. Moreover, in such case, these potential private 
patients will confer on the medical profession a degree of 
independence which many doctors, I feel, value highly. 

This is, in my view, a potent argument in favour of item (6), 
but coupled with this it should be categorically stated that 
the whole “ resources of modern medicine” will not be avail- 
able to anyone unless the remuneration of the services of 


_consultant and general practitioners is properly assessed, and 


item (b) should, therefore, not be taken into account by the 
negotiators in a fractional sense in the terms of service. 

Allied to this aspect of the case is Dr. Geoffrey Bourne’s 
plea for “scientific freedom,” more especially with reference 


- to hospitals. The late Mr. Wilfred Trotter spoke of the pursuit . 


of the “ dying ideal that an occupation for adults should allow 
of intellectual freedom.”” We hope such freedom will be amply 
allowed to the medical profession, outside as well as inside 
hospitals, in any scheme which is formulated.—I am, etc., 

St. Albans. D. S. MorGAN JONEs. 


Sir,—In view of the fact that the most important conferences 
are shortly to be held at B.M.A. House to decide the attitude 
of the profession towards the medical side of the Beveridge 
report, I suggest that it would be well if both delegates and 
those whom they represent should endeavour first to find the 
answers to the two following questions. 

First, why is it necessary at all to link up the reorganization 
of the medical profession with a “security from want” 
campaign? For many years now provision has been made 
for skilled medical attention for all classes of the community 
by panel practice, public medical services, school medical 
services and clinics, maternity and child welfare clinics, hospital 
and pathological services, and so on. Where, then, does a new 
scheme of freedom from want of medical service find scope 
for improvement? Secondly, why is it so necessary to hurry 
the medical side of the scheme when the remainder of the 
report is to wait until after the war is over? It is evident that 
the Minister of Health is in some haste, for he has already 
summoned certain members of the profession before him to 
hear his views. 


I suggest that there is the same answer to both questions— ‘ 


namely, it is entirely a political matter, perhaps even a party 


political matter. This war, unlike most wars, is between two 


rival ideologies: the one, that of the Axis Powers, stands for 
State organization of the whole nation, or perhaps of every 


nation; the other, that of the demoeracies, stands for indi- 


vidualism in effort, in ambition, in freedom, and in reward, 


upon which the democratic idea is founded. The fact that | 
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Russia is an ally does not affect the issue, because Russia is 
fighting for her own survival and did not join the democracies 


ideologies, of which this war is a high-spot, has been going 
on for forty years, and will not be over even when the 
democracies have won, for it now appears that the planners of 
§tate- organization, both in Parliament and among our own 


_|ranks, are preparing, as they put it, “to win the peace” for 


their own ideology, which is not that of democracy. 
The first tactical move has already been made in this attack 


fon one of the strongholds of individualism—the medical profes- 
_{sion—and it is well camouflaged by hanging the proposal on 


to a general scheme of social insurance for all. But the ultimate 
purpose is revealed, partly by the haste to put it through during 
a party truce and during the absence on war service of many 
who will be vitally affected, while the rest of the report is to 
be postponed until after the war; and partly by the demand 
that by this scheme to include everyone, rich and poor alike, 
it is not really designed to advance “ freedom from want” so 


{much as to absorb the entire means of livelihood and the 


capital invested in their practices of the whole profession, 
and thus bring this proud and independent body of men under 
the complete control of the Minister of Health. 

’ I trust, Sir, that the delegates, refusing to be influenced 


and realizing that the eyes of the country as well as the profes- 
sion are upon them, will consider this point of view before 
taking the enormous responsibility of making such a surrender 
to the planners of State organization.—I am, etc.,— 

Diss, Norfolk. J. CUTHBERT PEARCE. 


Dietetics of Pregnancy 
Sirn,—Dr. Doyne Bell’s excursion into the field of statistics 
(March 6, p. 301) and his attempt to show that the “results 
of the work sponsored by the P.L.H. had no significance ” 


[have been dealt with by the statistical members of the com- 


mittee responsible for the investigation (Feb. 13, p. 204; 
March 6, p. 301). We must leave your readers to determine 
how far Dr. Doyne Bell is entitled to enjoy his comforting 
conclusion that “there is no point at issue between us.” 


on Maternal Nutrition I would again reaffirm the importance 
we attach to the significant reduction in prematurity achieved 
by the administration of nutritive supplements in a research 
involving about 5,000 pregnant women. These results are re- 
inforced by the work of Toverud in Norway and the investiga- 
tions carried out in Toronto, and by the well-established 
observations of the animal breeder.—I am, etc., 
London, W.12. -- JAMES YOUNG. 


Sir,—I have been following the correspondence on this sub- 


[ject initiated by Mr. R. B. Fisher (Jan. 30, p. 144), but there 


appear to be still one or two points with regard to the Canadian 
experiment which have been overlooked. 
In assessing the value of an experiment from the reported 


{results it seems important to discover as far as possible what 


the experimenters did in fact do, and to judge the adequacy 
of the experiment on these grounds rather than on any minor 
numerical inconsistencies in the report itself. Had Mr. Fisher 
adopted this approach he would immediately have resolved 
what he describes as “a puzzling and unsettling phenomenon ” 
—namely, that some of the percentages when multiplied by 


the stated numbers in the groups do not give whole numbers. 


It can easily be deduced that for the poor and supplemented 
groups the numbers on which the percentages giving the 
obstetrician’s ratings were based (in the pre-natal period and 
during labour) were not 120 and 90 but 116 and 87. Other 
percentages in the tables present more difficulties, but there 
seems no reason to doubt that the report as a whole gives 
a reasonably correct statement of what was observed. 

The real difficulty, which none of your correspondents seems 
to have commented on, is the difference in numbers between 
the poor group (116) and the supplemented group (87). It is 


‘Stated that “in those with a poor diet and a low income 
alternate patients were left on their poor diet,” the remainder 
being given supplements. If the poor and supplemented groups 
were really selected in this manner occasional rejections for 
jextraneous causes could not give rise to a difference of this 
magnitude. 


until her own safety was attacked. The struggle of the two - 


by the doctrine of defeatism so freely preached in some quarters, 


As chairman of the People’s League of Health Committee © 


- A statement by Dr. Doyne Bell in the report referred to by 
Mr. Fisher may explain the difference. He says: “ The general 
scheme of this work was to study the performances in child- 
bearing of two groups of mothers, one on a ‘ poor diet’ and 
the other on a ‘ good diet.’ It was soon appreciated that these 
two groups were not comparable, so the ‘poor diet’ group 
was divided into two, one of which had the diet supplemented 
to the standard of the original ‘good diet’ group.” I have 
been unable to find any confirmation of this in the published 
accounts of the experiment, but if true it would lead to a 
greater number in the poor-diet group. If this is the case 
these preliminary patients should have been eliminated from 
the tables giving comparisons between the poor and supple- 
mented groups, since they may not be strictly comparable with 
the later patients, and the obstetrician’s ratings may also have 
changed as the experiment progressed. 

Incidentally, it may be mentioned that Dr. Bell’s conclusion 
(based on the previous histories of the multiparae) that the 
two groups, poor and supplemented, “differ so widely that - 
neither constitutes a control series of the other” is entirely 
without foundation. If the percentages he quotes are translated 
into actual numbers, statistical tests show that differences of 
this magnitude may be expected to arise by chance’ 

The large number of miscarriages occurring in the poor- 
diet group may also be an indication of defective procedure. 
As. Prof. John Marrack has pointed out (Feb. 27, p. 268), 
miscarriage probably covers all births up to the 28th week 
of pregnancy; but even so it is rather surprising that the 
supplementary feeding, which was only begun in the Sth or 
6th month, produced such a considerable difference. From the 
report it is clear that the patients were under observation 
for a week in order to decide whether they were to be 
classified as falling in the poor-diet or good-diet group. Another 
week probably elapsed before supplementary feeding com- 
menced. It is possible that if a miscarriage to a poor-diet 
patient occurred in this period she would be included in the 
poor-diet group. This would give a valid comparison with 
the good-diet group, but an obviously invalid’ one with the 
supplemented-diet group. Even assuming that all the seven 
miscarriages in the poor group occurred in this way, and that 
they received poor or bad ratings by the obstetrician, their 
elimination would still leave very significant differences between 
the poor and supplemented groups. The experiment has 
obviously been carried out with considerable care, and it does 
appear on the face of it, in spite of the efforts that have been 
made to cast doubt on the results, that a considerable effect 
of diet improvement has been shown. 

Further speculation, however, is obviously unprofitable. It 
would surely be more reasonable if the original authors were 
approached directly in order that the difficulties and objections 
that have been raised can be resolved. I cannot believe that 
they would be unwilling to furnish more detailed results.— 
I am, ete., 


Rothamsted Experimental Station. F. YATES. 


Treatment of Fulminating Meningococcal Septicaemia 


Sir,—Although Dr. S. Varadi (Nov. 28, p. 649) and every 
physician must regard fulminating meningococcal septicaemia 
with dismay, it is not to be supposed that such a condition - 
is beyond the healing influence of sulphapyridine, even when 
complicated by bacterial emboli. “The proof of the highest 
efficiency of chemotherapy ” is demonstrated in the following 


case history. 


An able seaman aged 20 reported in the sick-bay of our ship at 
15.30 on April 28 because of a sore throat and headache of four 
hours’ duration. He had left his post, finding the concussion of 
the °4.7-in. guns unduly disturbing. Before his history was com- ~ 
pletely told the patient vomited clear fluid and collapsed. A few 
minutes’ later, complaining bitterly of his headache, and vomiting 
effortlessly, he sank. into an ingravescent coma. Within twenty 
minutes of his first appearance he seemed at the point of death, 
flaccid though restless, cold, clammy, and grey, and heedless of the 
most urgent stimuli; pulse palpable only in the neck, rate 125; 


- temperature 97° F. and falling; respirations 25. He lacked specific 


physical signs except slight nuchal rigidity, but the natural history 
suggested either fulminating meningococcal infection, subarachnoid 
haemorrhage, or poisoning. 

A lumbar puncture at 16.00 tapped ground-glass grey fluid at low 
pressure, containing about 80 cells per 1/6th field, and Gram staining 
revealed Gram-negative diplococci in many of the pus cells. At 
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16.05 a purpuric rash appeared and spread upwards from his legs. 
At 16.30, when he seemed moribund, one gramme of sulphapyridine 
sodium was injected intravenously. Two hours later he had 
improved constitutionally and the injection was repeated. By 19.30, 
when the purpura was diffuse and generalized, his state of shock was 
abating and he began to recover mental awareness. Meantime, 
general measures to aid him were taken, and had a supply of adrenal 
cortical extract been at hand he would have been given it, for he 
was certainly displaying the Waterhouse-Friderichsen syndrome. 

It became necessary to transfer him from the warship, and chemo- 
therapy was continued orally in one of H.M. hospital ships, where 
his recovery became complete. Fortunately this case was solitary, 
but it is reassuring to know that Banks’s encephalitic form of 
fulminating meningococcal septicaemia is not an irreversible process, 
even in a battleship, if it is diagnosed immediately and treated 
promptly with sulphapyridine. We are indebted to the squadron 
medical officer, Surg. Cmdr. Gaussen, for permission to forward 
this note. 


—We are, etc., J. N. MORRISON. 


P. W. HouGHTON. 


The Pitressin Diagnosis of Idiopathic Epilepsy 

Sir,—As Dr. W. Blyth (Jan. 23, p. 100) points out in his 
interesting article about pitressin diagnosis of idiopathic 
epilepsy, the method depends on the fact that retention of water 
in the body will precipitate a seizure in predisposed persons. 
This agrees with investigations about the metabolism of water 
and salt in cachectic, feverish, and epileptic patients which 
I carried out many years ago. In a good many cases of 
epilepsy I was able to predict the fit owing to the increasing 
water retention during the previous days. In all cases I 
observed a definite parallelism between the retention of water 
and NaCl, while other metabolites—e.g., phosphates or urea— 
were not retained. 

I thus inferred that not only water retention but also chloride 
retention might be essential factors to precipitate epileptic 
seizures. In order to test this hypothesis 10 to 20 g. NaCl were 
daily added to the diet of epileptics (without increasing the 
water ingestion), as a consequence of which fits occurred far 
more frequently than hitherto. At the same time it was 
observed that by increasing the NaCl supply water retention 
took place, and vice versa that water retention, produced by 
increasing water supply, was always accompanied by NaCl 
retention. Simultaneous analyses of the serum and other body 
fluids showed that their chloride content remained constant 
and so did their electric conductivity. This definite relation 
between water and salt retention may, among other things, be 
responsible for the preservation of the osmotic balance in the 
body, a fact which would not quite agree with Dr. Blyth’s 
deduction that water retention, through lowering the osmotic 
pressure of the blood serum, should be the only factor pre- 
cipitating the actual seizure. 

May I add that in the progress of the above-mentioned 
metabolic research in epileptics I could prove that chlorides 
are substituted by bromides during the usual bromide treat- 
ment, and vice versa that chlorides are able to liberate bromides 
from the human body ; on the latter fact an effective therapy of 
bromism was based, which is still in use. Similar considera- 
tions led me to the treatment of epilepsy with salt-free diet 
(later on known as the Richet-Toulouse method), which com- 
bined with small doses of anti-epileptic drugs, such as bromide, 
luminal, or prominal, produces remarkable results.—I am, etc., 


Cambridge. : R. LAUDENHEIMER. 


Starvation in Europe 

Sir,—The letter of Prof. James Young (Feb. 27, p. 270), 
coming after the letters on the subject of starvation in Europe 
published in the Journal and the Lancet, and also following the 
appeal of the British Paediatric Association, shows that the 
British medical profession, conscious of its traditions, wishes 
to take an active part in this serious humanitarian as well as 
political problem. . 

So far as Greece is concerned, the position, unfortunately, 
is quite exceptional in severity. As the Greek Red Cross pointed 
out in various communications, it is not a question of under- 
nutrition; fostering the development of tuberculosis and of other 
deficiency diseases, but of a widespread famine, comparable 
to the worst famines in history, which has alréady killed nearly 
400,000 people out of sheer starvation. We have, unfortunately, 


ceased to trouble ourselves at the Greek Red Cross with the 
simple spread of tuberculosis and of deficiency diseases. The 
tragic pictures given in the papers by neutral correspondents 
who have been to Greece, particularly during the first days of 
1942—the description of children dying in the streets of Athens 


_from lack of food, being collected by lorries every morning, 
piled up like sardines, and thrown ‘into a common grave—are 


only too true; and even now, although some relief has been 
sent, the conditions of mortality have not improved, because 
famine does not stop immediately when some food is sent. 
One of the Swedish captains of the mercy ships sent to Greece 
remarked after his last voyage, two months ago: “The only 
thing I can say is that we have on our short visit this time not 
seen people dying on the streets from lack of food, as was the 
case on our first journeys—but that is all.” 

The main part of Greece—that is, south of Olympus—pro- 
duces practically no food because it is a country essentially of 
high mountains with only two small plains in Thessaly and 
Peloponnesus. Formerly, this country had to rely on food 
imported by sea because there are practically no overland 
communications. In peacetime food could be sent also from 
Macedonia and Thrace, which produce more food than the 
main part of Greece, and this was also sent by sea except for 
a small quantity overland. As the sea route has been closed 
since the occupation of Greece, the country was simply starved 
to death. Fortunately, thanks to the active initiative of the 
British Government and the British public, and to the efficient 
co-operation of the International Red Cross and the Swedish 
Red Cross, relief has been organized since April of last year. 
It seems to have stopped the deaths from pure starvation, but 


.it has not stopped the terrible morbidity and mortality that 


accompany famine, and epidemics like malaria, falling upon 
this intensely undernourished population, threaten the extinc- 
tion of the race. We have had a definite warning, particularly 
regarding malaria, from the International Red Cross. 

All this means that much more has to be done. Great efforts 
should be directed towards the humanitarian work of the relief 
of Greek famine, and it is a happy omen to note the interest 
of the British medical profession in this problem.—I am, etc., 

London, W.1. A. P. CAWADIAS. 


A European Association of Clinical Pathologists 


Sir,—It is proposed to form a European Association of 
Clinical Pathologists among the‘ medically qualified men and 
women of the various nations of Europe now engaged in this 
country in any branch of medical laboratory work. 

Clinical pathology, although itself a special branch, permeates 
and establishes contacts with all departments of medicine. 
Experience has shown those of us who are members that the 
meetings of the already existing Association of Clinical 
Pathologists in this country afford peculiarly fruitful occasions 
for the gathering together of practitioners in the different 
branches of medicine on a ground of common understanding 
and interest, and thus encouraging the growth of a spirit of 
fraternity and co-operation. Of the value of the presence of 
such a spirit among the representatives of the various European 
nations now sojourning in this country there can be no doubt. 


It is our hope that on their retufn to their homelands the. 


members of the European Association may im due course 
initiate branches in their own countries, which will retain 
close touch with each other and with the Association of 
Clinical Pathologists in this country. 

We believe that such a movement, quite apart from its 
obvious advantage to medical science, would serve to encourage 
a feeling of accord and comradeship between the European 
medical communities, and thus make a contribution, small 
perhaps but by no means negligible, to international amity. 
We have every reason to believe that the Association of Clinical 
Pathologists, although it has not yet officially discussed the 
project, would do all in its power to assist, and that it would 
welcome the members of the proposed European Association 
to its meetings and to an active part in its proceedings. 

A meeting for the purpose of discussing the matter and, if 
deemed advisable, of inaugurating the European Association 
will, by courtesy of the Dean of the Medical School, be held 
at University College Hospital, London, on Saturday, April 3,” 
at 2 p.m. All medical practitioners from the Continent of 
Europe and from Great Britain alike engaged in any form 
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of medical laboratory work will be very welcome. Those who 
feel interested are invited to communicate with Dr. F. Pick, 
Department of Clinical Pathology, the General Hospital, 
Walsall. Those who propose to attend are requested to notify 
Dr. Pick to that effect.—We are, etc., 
E. J. Bicwoop, M.D.Brussels. J. O. Gavronsky (Moscow), 
A. DELIKATOVA, M.D.Bratislava. M.R.CSS., L.R.C.P. 
B. L. Detta Vipa, M.D.Rome. M. MANDELBAUM, M.D.Munich. 
F. Duran-Jorpa, M.D.Barcelona. F. Pick, M.D.Prague. 
_ §.C. Dyke, D.M.Oxon. G. Popyak, M.D.Szeged. 
S. FRANSMAN, M.D.Amsterdam. F. S1ILBerRSTEIN, M.D.Vienna. 
G. Unaar, M.D.Paris. 


Foot-and-Mouth Disease in Man 

Sir,—I was interested to read of the two cases of foot-and- 
mouth disease in man reported by Dr. Henryk Dlugosz (Feb. 13, 
p. 189). I had a case in a youth, aged 18, which started with 
small circumscribed areas of erythema in the mouth, on the 
gums, cheek, and hard and soft palates. These then formed 
into greyish-white vesicles with a thin serous fluid, finally 
He developed a temperature of 
100° F. on the third day, and this -persisted for four days. 


Similar lesions developed on the hands and feet, but only 


caused slight irritation. The dysphagia became less about the 
twelfth day and the hands and feet improved as well, but there 
was staining for about six weeks. 

One interesting point was that he had had two previous 
attacks within three years, but they had only been very mild, 
thus showing that he had no lasting immunity. This youth 
was a clerk and so was not exposed to contact with cattle, 
but he had been told to drink plenty of milk when he was a 
child, thus leading one to believe that this was a likely source 
of the infection—I am, etc., 

Preston. 


G. S. PARKER. 


Ward Sisters’ Salaries 


Sir,—At a recent meeting of the Middlesex County Medical 
Society the recommendations of the Rushcliffe Committee on 
Nurses’ Salaries were discussed. This society has a membership 
of approximately 200 doctors, most of whom are clinicians 
in the whole-time employment of the Middlesex County Council, 
and include the medical staffs of seven large general hospitals 
and two sanatoria, with a total bed accommodation of 8,472. 

There was a unanimous feeling of dissatisfaction with the 


‘recommendations for the remuneration of ward sisters and its 


effect on their status. They consider an efficient ward sister 
to be a most important person in the satisfactory treatment of 
patients, in the training of the student nurses, and as an effective 
aid to the scientific advancement of medicine. These facts will 
be readily agreed by all who have an intimate knowledge of 
hospital practice, and it was regarded as deplorable that no 
ward sister was a member of the Rushcliffe Committee. The 
deliberations of the committee were felt to be influenced by 
the undue representation of the administrative hospital staff. 
It seemed obvious to the society that the upper limit of the 
ward sisters’ salaries had been regulated so that in no instance 
should it exceed that of administrative sisters in small hospitals. 
This was felt to be quite unjustifiable. 

It was suggested that the minimum salary scale of a ward 
sister should be that proposed by the committee of the Royal 
College of Nursing in 1941—i.e., £150 x £10 to £250 per annum, 
exclusive of emoluments. These emoluments should not be 
less than those of the administrative sisters, and they should 
be such as to encourage all trained staff to live outside the 
hospital. At present non-resident emoluments are based upon 
the cost of mass catering and accommodation in an institution. 
It should be quite obvious that no reasonable non-resident 
accommodation can be obtained at a comparable figure. 

The society therefore wishes to place on record its dis- 
satisfaction with the Rushcliffe Committee’s recommendations, 
especially in regard to ward sisters. They feel it may deter the 
right type of girl from entering the nursing profession and 
prevent the good ward sister from looking upon ward work 
as a position of honour in the profession. They feel it will 
stabilize for years to come her position of inferiority and 
prevent that co-operation which is so necessary between the 
clinical and administrative sisters—I am, etc., 


- H. JouLes, 
Chairman, Middlesex County Medical Society. 


London, N.W.10. 


Obituary 


The death of Dr. F. J. C. BLAcCKMoRE towards the end of 
last year, at the age oi 63, calls for a tribute to one who has 
left his mark on the antituberculosis service of the country. 
More than 20 years of his working life he spent as tuberculosis 
officer for Woolwich, a post from which he retired in April, 
1940, on account of ill-health, He was secretary of the 
Woolwich Division from 1922 to 1925, and in 1923 and 1924 
he represented his constituency at the Annual Representative 
Meeting. His dispensary work was distinguished by the special 
interest he took in the social welfare of his patients, who held 
him in very high regard. He was one of the first to develop 
occupational therapy for dispensary patients unfit for work, 
and he travelled widely to keep himself in touch with tubercu- 
losis work in other countries. Dr. Blackmore was keenly 
interested in the wider problems of administration, and thereby 
became well known to his fellow workers throughout the 
country. He was a leading member of the Tuberculosis Society, 
of which he was honorary secretary in 1926 and 1927, and he 
was an original member of the Joint Tuberculosis Council, to 
which he rendered great service in studying and reporting on 
administrative questions. His best work, however, was done for 
the Tuberculosis Group of the Society of Medical Officers of 
Health, in which he held office as president. In discussion his 
outstanding characteristic was, in spite of an innate humility, 
his fearless honesty in seeking the truth and trying to express 
it. Those on whom his criticisms fell, at times like bludgeon 
blows, recognized his sincerity and the absence of personal 
feeling, and remained his friends. He leaves behind a widow 
and three sons, to whom the sympathy of a wide circle of fellow 
workers will be extended. : 


The city of Glasgow has lost by death a good many medical 
men recently, and one of the latest to die has been Dr. Peter S. 
BUCHANAN. Dr. Buchanan was a most keen and enthusiastic 
member of the B.M.A. for the past 42 years, and took a leading 
part in most of its agencies and was representative at the 
annual meetings during the years 1934 to 1939 inclusive; he 
was at the Aberdeen Meeting just before the outbreak of the 
present war. He was chairman of the Glasgow Eastern Division 
of the B.M.A. from 1927 to 1928. He developed an eye trouble 
which ultimately left him stone blind about two years ago, and 
he had to give up general practice. Latterly he had a bad fall 
in his home on account of his blindness, and fractured his 
pelvis, from the complications of which he died on Feb. 16 at 
the age of 72. 

The district of Dennistoun and Townhead must feel his loss 
very much, as he had always a bright cheery smile and saluta- 
tion when he entered a patient’s house, and this made the open- 
ing interview a refreshing tonic in itself. Dr. Buchanan’s father 
was a doctor for many years in the same district, and he must 
have learned many of his father’s methods in the art of curing 
the sick. Their lasting rewards were the pleasure and enjoy- 
ment derived from the love of their profession, and the satis- 
faction of feeling the work was well and honestly done.—J. C. 


JAMES Mair STIRLING, whose untimely death on Feb. 7 has 
come as a shock to his many friends, was a native of Ayrshire. 
He was educated at the Technical College, Glasgow, and at 
Glasgow University, but the last war broke his studies and he 
joined the Border Regiment from the O.T.C. in 1914. Adjutant 
of his battalion for nearly two years, he later transferred to a 
Divisional Staff, and for his work in both grades he was men- 
tioned in dispatches. Not the least notable years of an 
eventful life were the post-war early twenties. Prominent in 


_any company, he was an outstanding member of the University 


of Glasgow, where he graduated B.Sc. in 1921 and M.B., Ch.B. 
in 1923. He was president of the Students’ Representative - 
Council and Secretary of the Union, and he played a large part 
in the Students’ Welfare Scheme. After some years in the 
Western Infirmary and the city fever service he started in 
practice in the Levenshulme district of Manchester. Here he 
soon built up a good practice and made many friends, especially 
among his own profession. An intense individualist, scornful 
of pettiness and intolerant of sham, Stirling contended fiercely 
for the truth as he saw it. For him there were “no tricks in 
plain and simple faith”; but he knew how and when to be 
obstinate. He was loyal to his friends, magnanimous to an 
opponent, and when he espoused a cause, no matter how 
forlorn, he spent himself freely for it—perhaps too freely. 
At the time of his death he was a prominent and active member 
of the B.M.A., the Local Medical War Committee, and the 
Pane] Committee, on all of which his common sense, logical 
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viewpoint, and broad humanity had a powerful influence which 
will be sorely missed. His profession is poorer for his passing, 
but richer for his example. 


The death occurred on Feb. 12 at St. Albans of Dr. G. B. 
BUCHANAN. George Burnside Buchanan was born into a medical 
family, his father being the first professor of clinical surgery at 
the University of Glasgow and at the Western Infirmary, 
Glasgow. He received his early education at Fettes College, 
Edinburgh, and then went to Cambridge, where he graduated 
B.A. in the Natural Sciences Tripos of 1890. Returning to 
Glasgow he took the M.B., C.M. in 1893. Dr. Buchanan 
travelled a good deal after he qualified, studying at the 
Universities of Marburg and Vienna, both of which centres 
were then attracting many postgraduate workers. He finished 
his foreign studies with a year in Paris, arid returned to Glasgow, 
where from 1895 to 1899 he was assistant in his father’s 
wards, and also helped the late Dr. J. C. Renton-on occasion. 
He went with the British Army to South Africa in 1899 and was 
a civil surgeon throughout the Boer War, receiving the South 
African medal with two clasps. In 1901 he took the F.R.F.P.S. 
of Glasgow, and for the next ten years practised as a surgeon in 
that city. Endowed with a genial nature, Buchanan made many 
friends. He was secretary of the North-Western Division of 
the B.M.A. in Glasgow in 1908 and 1909, a division which 
included a very large number of the consulting medical and 
surgical staff attached to the University and to the leading hos- 
pitals. He served in the last war with the Scottish Horse, hold- 
ing the rank of major, R.A.M.C.(T.). In 1911 he joined the 
staff of the Ministry of Pensions in London, and was Deputy 
Commissioner of Medical Services when he retired. 


We regret to announce the death at the age of 66 of Dr. 
W. L. Murpny, a well-known figure in the medical, commer- 
cial, and political life of Dublin. Son of the late William 
Martin Murphy, who founded the Independent group of news- 
papers in Dublin, he was himself chairman of Independent 
Newspapers, Limited. William Lombard Murphy was educated 
at Cambridge, Vienna, and Dublin. He qualified L.R.C.P.I. 
&L.M., L.R.C.S.L&L.M. in 1904, taking the F.R.C.S.I. in 
1906, the M.B., B.Ch. in 1907, and the M.D. in 1914. He 
studied throat and nose surgery in London in 1906, and in the 
following year went to Vienna as demonstrator at Prof. Chiaris’s 
throat and nose clinic. Subsequently he practised in Dublin. 
During the war of 1914-18 he served in the R.A.M.C.(T.) with 
the rank of captain, and was mentioned in dispatches. He was 
lent to the French authorities in Salonika for the purpose of 
treating wounded Serbian soldiers, and was later appointed 
liaison officer between the British, French, and Serbian Medical 
Services. The King of Serbia awarded him a gold medal for 
distinguished services. He was also made Chevalier of the 
Legion of Honour, and received the French Croix de Guerre. 
For services in Macedonia he was honoured with the Greek 
Chevalier Order of the Redeemer. Dr. Murphy was president 
of the Dublin Chamber of Commerce in 1924. and was a 
delegate to represent the employers of the Irish Free State at 
the International Labour Conferences of 1928. 1930, and 1931. 


Dr. C. S. Nimmo, who died at Jedburgh on Feb. 20 at the 
early age of 47, had practised there since 1922. Educated at 
George Watson’s College and Edinburgh University, Charles 
Stuart Nimmo qualified M.B., Ch.B. in 1921. After holding 
house appointments at the Royal Infirmary, Edinburgh, he went 
to Jedburgh, where he soon established a large practice extend- 
ing well over the Border country. His education was inter- 
rupted by the-last war, for he enlisted in the Royal Scots in 
1914 and was commissioned in the Seaforth Highlanders in the 
same year. He had plaved as a Rugby half-back for Scotland, 
gaining his cap in the match against England in 1920. He had 
been a member of the B.M.A. all his professional life, and was 
a representative at the Representative Meeting held in London 
last September. Dr. Nimmo was well known in many homes 
in Roxburghshire, rich and poor alike, and it is said of him 
that he not only brought healing but was known to carry food 
to people in the outlying districts who had been stranded by a 
snowstorm. 


The death took place at Middlesbrough on Feb. 22 of Dr. J. 
BROWNLEE. Born in Edinburgh in 1878, James *Brownlee was 
educated at Daniel Stewarts College and Edinburgh University, 
where he graduated M.B., Ch.B. in 1901, proceeding to the 
M.D. in 1904. After serving as house-physician to Prof. Wyllie 
in Edinburgh Royal Infirmary and to Dr. Buist at Dundee, he 
went into partnership practice in Middlesbrough, which con- 
tinued for 35 years. For many years he was honorary physician 
to the North Riding Infirmary, and on his retfrement was elected 
consulting physician. He served in the last war with the rank 
of captain, R.A.M.C., mostly in Mesopotamia. Brownlee 


worked for his profession in many ways. A life-long member 
of the B.M.A. and one of its severest critics, he had been 
president of the North of rye ge Branch and was on the 
Branch Council for a number:of years. He had been secretary, 
chairman, and on four occasions representative, of the Cleve- 
land Division. A keen insurance practitioner, he was a member 
of the Middlesbrough Panel Committee from its formation, and 
had been its chairman. He had also been chairman of the local 
Public Medical Service. Brownlee was an active man, and fond 
of outdoor exercise and —, particularly golf, tennis, and 
badminton. By hard work he had built up and maintained a 
large practice, and he will be greatly missed by his many 
patients, for-whom he never spared himself and to whom he 
always gave of his best, and by many personal and professional 
friends. He is survived by his widow, daughter, and son. 


Dr. C. J. PINCHING, who died on Feb. 23 after a long illness 
in his 68th year, was a native of Gravesend and the third 
generation of a family which has practised in that town for the 
last 92 years. Charles James Pinching received his medical 
education at Guy’s Hospital and at Oxford, taking the M.R.CS,, 
L.R.C.P. in 1902 and his 'M.B., Ch.B. in 1905. He joined the 
staff of the Gravesend and North Kent Hospital in 1906 and 
was senior surgeon there for 21 years. Of his operative skill 
there was no question, and had he wished he would undoubtedly 
have acquired merit in spheres wider than that of his local 
hospital, but his interest was there and to it he gave a lifetime 


of single-minded devotion. He also had a large private practice, f 


and his opinion as a consultant was much sought and valued 
in North Kent. In the last war he was in charge of the local 
military hospital, and for his services there was awarded the 
O.B He remained at work almost to the last, and until he 
finally gave up never missed his usual morning round at the 
Gravesend Hospital. His colleagues, patients, and personal 
friends mourn the absence of a loyal and devoted comrade. 
We regret to announce the death on Feb. 28, after a long 
illness, of Dr. ALFRED LANG BODLEy at the age of 52. He was 
educated at Dean Close School, Cheltenham, and Clare College, 
Cambridge, where he took his B.A., and completed his medical 
studies at University College Hospital, qualifying M.R.CS., 
L.R.C.P. in 1915. During the last war he served with the 
R.A.M.C., and was awarded the M.C. for gallantry. After 


returning to civil life he was house-surgeon at the District] 


General and Hallam Hospitals, West, Bromwich, before starting 
in general practice in Helston. In 1925 he returned to West 
Bromwich and settled down in practice there. 
to the West Bromwich and District General Hospital, an 
appointment he held until he was taken ill last year. Dr. 

odley was of a shy and retiring nature and exceptionally 
modest. He was devoted to his work in both general and 
hospital practice and was a sound clinician and a skilful surgeon. 
The loss of his valuable services will be keenly felt in West 
Bromwich and surrounding district. 


By the untimely death on Feb. 14 of JoHN HUGH SCHOFIELD 
the medical profession has lost a most promising member, for 
although he had been qualified only a few months he had 
already shown himself to be whole-heartedly in love with his 
work, and his patients’ welfare was always his first considera- 
tion. Born at Leeds in 1919, he was educated at Manchester 
Grammar: School and later at King Edward VII School, 


‘Sheffield, where he obtained the higher school certificate at an 


early age. He received his medical education at Sheffield 
University, taking a prominent part in the various student 
activities there and serving for some time on the Union Com- 
mittee. He qualified M.B., Ch.B. in !942, and shortly afterwards 
was appointed assistant casualty officer and then house-physician 
at the Royal Hospital, Sheffield, where he quickly showed him- 
self to be a most reliable and conscientious resident, and was 


‘ deservedly popular with both patients and staff. As he was 


temporarily unfit for medical service with the Forces, he was 
appointed resident medical officer at the Royal Hospital Annexe, 
Fulwood, an appointment which he held at the time of his 
death. , 


We regret to announce the death on Feb. 18 at Castlederg, 
Co. Tyrone, of Dr. KENNETH Roy THORNTON in his thirtieth 
vear. He was the second son of the Rev. and Mrs. R. H. 
Thornton of Glasgow and was educated at the University of 
Glasgow, where he graduated M.A. in 1934 and M.B., Ch.B. in 
1938. After holding house posts at the Western Infirmary and 
the Ear, Nose, and Throat Hospital, Glasgow, he entered the 
R.A.M.C. as temp. lieut. in Dec., 1939, and was promoted capt. 
a vear later, but had to resign his commission, on account of 
ill-health, in June, 1941. He leaves a widow. He was a 
member of the B.M.A. 


He was surgeon] 
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By the death last August, at the age of 63, of Mr. WALTER 
WELCHMAN the Medical Association of South Africa (British 
Medical Association) lost one of its most active members in 
the Union. He joined the Association in 1910, was honorary 
treasurer of the Witwatersrand Branch from 1917 to 1922, acted 
as representative at the Annual Representative Meeting held at 
Cardiff in 1928, and was president of the Southern Transvaal 
Branch in 1930-1. Mr. Welchman was born in Cape Colony 
and, after graduating B.A. at the University of Capetown, 
entered Guy’s Hospital for his professional education and 
graduated M.B., B.S. of the University of London in 1905, 
taking the M.R.C.S., L.R.C.P. in the same year and the 
F.R.C.S. three years later. Returning to South Africa he 
settled in Johannesburg, where he built up a large surgical 
practice, and became surgeon (later consulting surgeon) to the 
Johannesburg Hospital and lecturer in clinical surgery in the 
University of the Witwatersrand. He contributed a number of 
articles to the South African Medical Journal and to the 


Transvaal Medical Journal, mainly on the surgery of cancer. © 


He leaves a widow and family. 


News has been received of the death at sea of Mr. ISAK 
NAHUM BLUSGER, F.R.C.S., who came to this country from 
South Africa and studied medicine at St. Bartholomew’s. After 
qualifying in 1934 Blusger held several house appointments, 
including those of senior house-surgeon at his own hospital, 
house-surgeon at the Royal National Orthopaedic Hospital, and 
resident surgical officer at the Connaught Hospital, Waltham- 
stow. -In 1938 he took his Fellowship, and before he sailed 
from this country at the end of last year to join the Army in 
South Africa he was resident surgeon under the E.M.S. 


News has been received of the death in Boston on Dec. 29 
of Dr. E. G. BRACKETT, editor of the Journal of Bone and 
Joint Surgery, who was universally respected and regarded: with 
affection by all his friends. We are indebted to a colleague for 
the following appreciation: 

“I first met Dr. Brackett in the early days of my practice in 
Boston. He was then a medical student, handicapped by hip 
disease. This was actually a fortunate misfortune, for he was 
treated by Dr. Bradford and afterwards became his associate in 
practice. Bradford, the outstanding representative of self- 
contained orthopaedic surgery, was of a character and quality 
to attract followers, and founded what became known as the 
n § He was dependent on the Children’s Hospital 
for clinical material for teaching, and to supplement the defi- 
ciency Goldthwait established a department for adult ortho- 
paedics at the Massachusetts General Hospital. This service 
was afterwards taken over by Brackett and conducted with 
great efficiency until his retirement at the age limit. This 
developing stage of orthopaedic surgery involved acrimonious 
controversy, in which Brackett took no part. He soon achieved 
a reputation for fairness and integrity, which made him accep- 
table to all factions, and in 1905 he was elected president of the 
American Orthopaedic Association. 

. “Dr. Brackett had great executive ability, which he first 
cemonstrated when he took charge of a hospital ship sent from 
Boston to Cuba during the Spanish War. In the last war he was 


- appointed a personal assistant to the Surgeon-General, as 


Director of Orthopaedic Surgery with the rank of Colonel, a 
post which he administered with great efficiency. Perhaps Dr. 
Brackett’s most valuable and distinctive service in the establish- 
ment of the present standing of orthopaedic surgery was his 


editorship of the Journal of Bone and Joint Surgery, the organ. 


of the American and British Orthopaedic Associations and of 
the American Academy of Orthopaedic Surgery, which is 
without a rival in its representative and comprehensive quality. 
Dr. Brackett was fortunate in retaining his activities to the end, 


_and died in harness in his eighty-third year.” 


The following well-known medical men have died abroad: Dr. 
WILLIAM Dick Cutter of Chicago, an authority on medical educa- 
tion, aged 63; Dr. CHarLes Davison, formerly professor of surgery 
at the Chicago Medical College, aged 84; Dr EuGeNe STERLING 
Kitcore. since 1930 professor of clinical medicine at the University 
of California Medical School, aged ~63; Dr. RupoL_F ABEL, 
emeritus professor of hygiene at Jena University, author of a hand- 
book of practical hygiene and co-editor of the Zentralblatt fiir 
Bakteriologie and Gesundheits-Ingenieur, aged 74; Dr. Carey 
CULBERTSON, for many years professor of obstetrics and gynaecology 
at Ruskin Medical College, Chicago, aged 71; Dr. GerarDU 
LaGuarpiA, dean of the Faculty of Medicine, Asuncién, Paraguay ; 
Dr. MarcHAND, Commander of the Legion of Honour, professor 
of the Paris Faculty of Medicine and member of the Académie de 
Médecine; and Dr. ALFRED Simpson TayLor, professor of clinical 
surgery in the department of neurology of Cornell University Medica 
College, aged 73. 


The Services 


Capt. E. Maclaine, R.A.M.C., has been appointed O.B.E. 
(Military Division) and- Warrant Officer Class I (Assistant 
Surgeon (British Cadre) (1st Class)) C. M. E. Eyles, Indian . 
Medical Department, M.B.E. (Military Division). 


Prob. Temp. Surg. Lieut. N. S. Daw, R.N.V.R., has been 


. mentioned in dispatches for good services in tending survivors 


after H.M.S. Penylan was lost. 


CASUALTIES IN THE MEDICAL SERVICES 


War Subs. Capt. ViaS MICHAEL SKOUFARIDES, R.A.M.C., is 
included as “died” in an Army Council Casualty List pub- 
lished on March 6. He entered the R.A.M.C. as lieut. in Aug., 
1940, and was promoted capt. a year later. 


Prisoners of War—Major W. H. Dowell, R.A.M.C., Capt. M. T. 
O’Sullivan, R.A.M.C., Capt. T. S: Protheroe, R.A.M.C. 


Wounded.—Temp. Major D. B. Jagger, R.A.M.C., Capt. G. M. 
Jolly, R.A.M.C., Capt. J. H. Keesey, R.A.M.C., Capt. G. O’Donnell, 
R.A.M.C., Temp. Major P. Spence, R.A.M.C. 


DEATHS IN THE SERVICES 


Col. SAMUEL ARTHUR ARCHER, C.M.G., A.M.S. (ret.), died at 
Twickenham on Jan. 9. He was the son of Col. S. Archer, 
A.M.S., and was educated at the Merchant Taylors’ School, 
Crosby, and at the Victoria University, Liverpool, where he 
gained a scholarship in pathology. He took the M.R.C.S., 
L.R.C.P. in 1894 and entered the Army Medical Service, as it 
then was, in 1896. He saw active service in the Egyptian 
Campaign in 1898, receiving the Queen’s and the Khedive’s 
medals. During the last war he served in Belgium, France, and 
Italy, and was mentioned in dispatches in 1915. In 1917 he was 
promoted to full col. and became A.D.M.S. of the 7th Division. 
which he accompanied to Italy. He was again mentioned in 
dispatches and awarded the C.M.G. in 1919 and the Croce di 
Guerra. After his retirement in 1921 he resided at Godalming, 
Surrey. He was a member of the B.M.A. for 26 years. 


Lieut.-Col. ERNEST ALAN ROBERT NEWMAN, C.LE., I.M.S. 
(ret.), died at North Luffenham, Rutland, on March 2, after a 
short illness, aged 76. He was educated at Haileybury, Caius 
College, Cambridge, and St. Bartholomew’s Hospital. He took 
his B.A. in the Natural Sciences Tripos at Cambridge in 1887, 
the M.R.C.S., L.R.C.P. in 1890, the M.B., B.Chir. in 1891. 
While on leave in 1899 he proceeded to his M.D. He gained a 
high place in the entrance examination for the I.M.S. in 1893, 
and was on active service on the North-West Frontier Province 
in the Malakand, Bajaur, Tirah, and Mohmand operations in 
1897-8, gaining the Frontier medal with two clasps. Soon after, 
he joined the Bengal Civil Medical Department, and worked 
his way up through civil surgeoncies in several stations to the 
important post of civil surgeon and superintendent of the 
Medical School at Dacca in Eastern Bengal. Here an early 
training in architecture enabled him to draw up valuable and 
economical plans for the reconstruction of the hospital and 
medical school buildings, work which gained him the C.LE. 
He was a sound, all-round practitioner, especially interested in 
ophthalmic surgery, and was the author of papers on the treat- 
ment of cataract as well as of a Manual on Aseptic Surgery for 
use in medical schools in India. After his retirement under the 
age limit before he reached the administrative grade (the 
common fate of I.M.S. officers who take higher qualifications 
before entering the Service), he was appointed ophthalmic 
surgeon to the Stamford Infirmary and consulting ophthalmic 
surgeon, Rutland County Council. He married Lilian Duggan, 
daughter of Lieut.-Col. J. Young, who survives him. He had 
been a member of the B.M.A. for 28 years. 


Lieut.-Col. James HENRY Huco, D.S.O., I.M.S. (ret.), died at 
Guildford on Feb. 28. He was born on July 16, 1870, and was 
educated at Foyle College, Londonderry, and at St. Bartholo- 
mew’s Hospital, qualifying M.R.C.S., L.R.C.P. in 1895. He 
also took the M.B., B.S. of the University of London in 1896 
and the D.P.H. of the English Royal Colleges in 1907. He held 
appointments at St. Bartholomew’s Hospital, Nottingham 
General Hospital, and Dulwich Infirmary before entering the 
I.M.S. in 1896. He soon saw active service with the 3lst 
Punjab Infantry on the North-West Frontier of India in 1897, 
and greatly distinguished himself in the siege of Malakand and 
with an expedition into Upper Swat in 1897-8, winning the 
D.S.O. and the Frontier medal with two clasps. It is generally 
understood that he was recommended for the Victoria Cross 
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for a particularly gallant action at this time. He next entered 
the Political Department and held a number of appointments as 
residency surgeon in Indian States, culminating in the prize post 
of residency surgeon, Kashmir, in 1914. During the war of 
1914-21, including the after-troubles in India, he returned to 
military employment in charge of a large hospital in the 
Punjab and was selected for the Légion d’Honneur, Croix de 
Chevalier, some of which-had been sent out for distribution in 
India. In 1925 he retired under the age limit, but his service 
in the Political Department was rewarded by his selection for 
the important administrative post of Director of Medical 
Services, Jammu and Kashmir, in the same year. After his final 


retirement from India he resided at Guildford. He had been a ~ 


member of the B.M.A. for 47 years. His elder brother, Lieut.- 
Col. E. V. Hugo, C.M.G., I.M.S. (ret.), survives him. 


Universities and Colleges 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


A meeting of the Council of the College was held on March 11, 
with Sir Alfred Webb-Johnson, President, in the chair. 

A Diploma of Fellowship was granted to Frederick Noel Glover. 

Diplomas of Membership were granted to D. G. Crawshaw, R. 
Greenwood, Kathleen M. Lawrence, and Helen G. T. Maycock. 

Diplomas in Ophthalmic Medicine and Surgery and in Medical 
Radiology were granted, jointly with the Royal College of Physicians 
of London, to the following successful candidates : 

DIPLOMA IN OPHTHALMIC MEDICINE AND SuRGERY.—Hilda Barker, H. Bentley, 
J. W. Bishop, C. A. Brown, R. A. D. Crawford, R. C. Jack, D. J. Pierse, 
A. Senn, A. Smith, W. T. Swanton, R. M. Thornton. 

DipLoMa IN Mepicat RapioLtocy.—G. M. Ardran, J. S. Mitchell, D. C. 
Porter, W. Shanks, Phyllis Wade. F 

Elections to Council 

The election of five members of the Council of the Royal College 
of Surgeons of England will take place on July 1. By March 15, 
the last day on which nominations could be received, the names 
of the following 12 candidates had been forwarded to the secretary: 
Prof. Seymour Barling, Sir Lancelot Barrington-Ward, Major-General 
P. H. Mitchiner, Mr. A Tudor Edwards, Mr. L. R. Broster, Mr. 
John B. Hunter, Prof. J. Paterson Ross, Mr. A. Dickson Wright, 
Prof. P. J. Moir, Air Commodore Stanford Cade, Mr. R. Watson- 
Jones, Mr. R. Milnes Walker, and Surg Capt. Lambert Rogers. 

The five vacancies were caused by the retirement in rotation of 
Sir Cuthbert Wallace and Prof. Seymour Barling, the death of 
Emeritus Prof. L. R. Braithwaite, and the resignation of Mr. W. 
Sampson Handley and Sir Hugh Lett. 


Present constitution of the Council: President, Sir Alfred Webb- — 


Johnson; LKice-Presidents, Surg. Rear-Admiral G. Gordon-Taylor 
and Mr. H. S. Souttar; Members, Sir Cuthbert Wallace, Mr. W. 
Sampson Handley, Prof. A. H. Burgess, Mr. Victor Bonney, Prof. 
G. Grey Turner, Sir Hugh Lett, Sir Robert Kelly, Sir James Walton, 
Sir W. Girling Ball, Prof. Seymour Barling, Brigadier C. Max Page, 
Mr. W. H. Ogilvie, Surg. Rear-Admiral C. P. G. Wakeley, Mr. 
L. E. C. Norbury, Prof. R. J. Willan, Mr. C. A. Joll, Mr. V. 
Zachary Cope, Prof. Harry Platt, Prof. E. F. Finch, Brigadier Hugh 
Cairns, and the late Emeritus Prof. L. R. Braithwaite. 


Medical Notes in Parliament 


Non-pulmonary Tuberculosis and Pasteurization 

Mr. RICKARDS on March 3 asked the Parliamentary Secretary 
to the Ministry of Food, “in view of the increase in the death 
rate in London of 67%, alleged to be due to non-pulmonary 
tuberculosis, in 1941 as compared with 1938,” to refuse to make 
pasteurization compulsory in London, as this death rate was 
higher than the average rate in the country, where the propor- 
tion of raw milk drunk was higher. Mr. MABANE said this 
question appeared to rest on the assumption that non-pulmonary 
tuberculosis was due wholly or mainly to tuberculous infection 
of the bovine type and that its incidence was therefore an index 
of the amount of bovine infection. There was no evidence for 
this assumption. It was estimated before the war that only 
30% of the cases of non-pulmonary tuberculosis at all ages 
were due to bovine infection. It was to be expected that since 
the outbreak of war the incidence of non-pulmonary tubercu- 
losis should have increased more in towns, where the risks of 
human infection were greater and were accentuated by war con- 
ditions, than in the country. The statements referred to by Mr. 
Rickards did not bear directly on the question of pasteurization. 

Future of Osteopaths, Herbalists, etc—Dr. PETERS asked whether, 
having regard to para. 427 of the Beveridge report, medical herbalists, 
osteopaths, naturopaths, homoeopaths, and others engaged in healing 


the sick would be officially recognized and their patients permitted 
to receive treatment from them under the future medical service 
scheme. Mr. Brown replied on Feb. 24 that arrangements necessary 
for ensuring a comprehensive health service in the sense envisaged 
by Assumption B of Sir William Beveridge’s report were under con- 
sideration. He was not yet in a position to make any further state- 
ment on the matter. 


Medical Examination of Directed Workers—Mr. ERNEST BEVIN 
said on Feb. 16 that where workers alleged they were unfit for jobs 
in which the employment exchange proposed to place them, they 
were referred to an independent medical referee, unless they could 
produce satisfactory evidence from their own doctors. He had made 
arrangements that women called up to industry under the National 
Service Acts should be seen by a doctor if the exchange had any 
doubt about their fitness, He proposed to apply these arrangements 
to other workers receiving National Service Officer directions or 
being transferred away from home. 


Financial Help for Tuberculous Persons—Mr. Brown said 
on Feb. 18 that detailed arrangements for the financial scheme for 
persons leaving work on account of tuberculosis, announced by him 
in the House in October, were in an advanced state. He hoped it 
would be possible to bring the allawances into operation early in 
the coming financial year. They would cover all persons who 
suffered loss of income by giving up work to undertake treatment 
for tuberculosis, including nurses. 


Silicosis Medical Board.—Mr. HERBERT Morrison, replying on 
March 9 to Sir Wm. Jenkins, said the Medical Board for Silicosis 
and Asbestosis comprised eight full-time medical officers working in 
four panels under a chief medical officer. The board was appointed 
by the Home Secretary and was directly respcnsible to him. Appoint- 
ments were for a definite term but were capable of renewal. The 
members were not established civil servants and had no pension 
rights. There had been no change in the personnel of the board 
since it was established in 1931. 


Tuberculosis in Lancashire-——The monthly average of pulmonary 
tuberculosis cases awaiting admission to institutions in the adminis- 


trative county of Lancashire was 57 in 1941 and 89 in 1942. The © 


average waiting period for ordinary cases is estimated to have been 
about 14 days in 1941 and about 21 days in 1942. Steps are being 
taken to relieve the demand for beds for tuberculous cases in various 
parts of the country by recourse to suitable beds in E.M.S. hospitals. 


Notes in Brief 
The removal from farm premises to a market of cattle affected 
with tuberculosis in a clinical form is prohibited by the Tuberculosis 
Order. As regards other cattle Mr. R. S. Hudson says it would 
be impracticable to require the passing of a tuberculin test as a 
general condition of entry to markets. 


The proportion of men called up for the Army but rejected on 


medical examination is 20%. 


Medical News 


The Industrial Health Advisory Committee just set up has Mr. 
Bevin as its chairman and Mr. G. Tomlinson, M.P., chairman of 
the Rehabilitation Committee, as its vice-chairman. The medical 
members are: Lord Moran (P.R.C.P.), Prof. J. A. Ryle, Prof. A. W. 
Ellis, Sir Wilson Jameson, Dr. A. J. Amor (Deputy C.M.O., Ministry 
of Supply), Dr. E. R. A. Merewether (Senior Medical Inspector of 
Factories), Dr. Charles Hill (Deputy Secretary, B.M.A.), Dr. M. W. 
Paterson (Secretary, Association of Certifying Factory Surgeons), 
Dr. M. W. Goldblatt (Chairman, Association of Industrial Medical 
Officers). The other members are: Sir Wilfrid Garratt (H.M. Chief 
Inspector of Factories), Dr. J. Fox (Government Chemist), Sir T. W. 
Phillips (Secretary, Ministry of Labour and National Service), Mr. 
E. G. Fudge (Ministry of Fuel), Mr. William Scholes and General 
A. C. Baylay (representatives of employers), Miss A. Loughlin and 
Mr. J. L. Smyth (representatives of T.U.C.), Mr. D. L. Smith 
(Department of Scientific and Industrial Research) 


A general meeting of the Medical Society for the Study of 
Venereal Diseases will be held at 11, Chandos Street, W., on 
Saturday, March 27, at 2 p.m., when there will be a discussion on 
“Jaundice in Syphilitics,”” to be opened by Major J. Marshall, 
R.A.M.C., followed by Dr. J. McMichael (for J. H. Dible and J. 
McMichael) and Major T. E. Anderson, R.A.M.C. 


A meeting of the Medico-Legal Society will be held at 26, Portland 
Place, W., on Thursday, March 25, at 5: p.m., when a paper will 
be read by Dr. C. Keith Simpson on “ Rex y. Dobkin (the 
Baptist Church Cellar Case).”’ 


Following his preliminary meeting on March 9 with members of 
the medical profession, which is reported elsewhere in this issue 
(p. 359), the Minister of Health saw representatives of the County 
Councils Association, the Association of Municipal Corporations, 
and the London County Council on March 10, and of voluntary 
hospitals on March 11. The medical members at the latter meeting 
were: Nuffield Trust, Sir Farquhar Buzzard; King Edward’s Hos- 
pital Fund for London, Lord Dawson and Sir Hugh Lett; British 
Hospitals Association, Lord Horder and Dr. G. C. Anderson. 
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Major Anthony Turner Andreasen, I.M.S., Prof. John Henry 
Gaddum, Sc.D., M.R.C.S., Dr. Robert Kirk, Mr. Duncan Metcalfe 
Morison, F.R.C.S.Ed., and Mr. William James Stuart, F.R.C.S.Ed., 
were elected Fellows of the Royal Society of Edinburgh on March 1. 


Sir Godfrey Huggins, F.R.C.S., Prime Minister of Southern 
Rhodesia, has taken over the portfolio of Minister of Defence in 
the Southern Rhodesian Cabinet. 


The council of the Harveian Society of London has awarded the | 


Buckston Browne Prize to Dr. E. Johl of Johannesburg, South 
Africa, for his essay on ‘“ The Evaluation of Methods of Physica? 
Training and the Best Scheme for General Application.” 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales during the week the only large fluctua- 
tions in the returns for infectious diseases were large rises in 
the incidence of measles and of whooping-cough—1,867 and 205 
respectively. 

In the trends of scarlet fever, diphtheria, and whooping-cough 
the only variations of note occurred in Lancashire. Here scarlet 
fever fell by 32 and diphtheria by 29, while a rise of 43 was 
reported for whooping-cough. 

The notifications of measles during the week were over 2,000 


‘more than the maximum weekly total during the last epidemic, 


in 1940-1. The largest increases during the week were those 
of Warwickshire 321, Yorks East Riding 164, Yorks North 
Riding 182, London 179, Middlesex 168, Durham 152, 
In Yorks West 
Riding measles has been on the downgrade during the past 
month, notifications in the week under review falling by as 
much as 347. 

In Scotland notifications of diphtheria, measles, pneumonia, 
and whooping-cough were up by 37, 85, 37, and 28 respectively. 
The trend for the whole country was considerably influenced 
by the experience of Glasgow, where the increases were: 
diphtheria 22, measles 70, and whooping-cough 36. 

In Eire the incidence of diphtheria ‘rose by 30%, from 96 
to 126 cases; 55 of these cases were recorded in the city of 
Dublin, where an epidemic’has been in progress since the begin- 
ning of the year. In January and February the deaths from 
diphtheria in this city were 23. 

In Northern Ireland 72 cases of measles—a rise of 20—was 
reported from the outbreak in Belfast. 


Quarterly Returns for Scotland 


The quarterly return for the fourth quarter of 1942 for 
Scotland showed that the birth rate continued at a relatively 
high level, and that the death rate was below the average. The 
birth rate was 17.5 per 1,000, or 1.1 above the average of the 
December quarters of 1937-41. The infant mortality was 66 
per 1,000 registered live births—12 below the five-years’ average 
—and was the lowest rate recorded for the fourth quarter of 
any year. The number of stillbirths was equivalent to a rate 
of 38 per 1,000 total births. Maternal mortality was 3.6 per 
1,000 live births, or 1.3 below the five-years’ average. The 
general death rate was 12.2 per 1,000, or 0.8 below the five- 
years’ average. The death rate from all forms of tuberculosis 
was 71 per 100,000, and that from respiratory tuberculosis 
was 55. These rates are 1 and 2 below those for the fourth 
quarter of 1941, but were 4 and 3 respectively above the average 
of the fourth quarters of 1937-41. The death rate from the 
principal epidemic diseases was only 17 per 100,000, the lowest 
rate ever recorded for a fourth quarter. 

Included with the quarterly return is a preliminary statement 
for the whole year. Live births numbered 90,694, giving a rate 
of 18.1 per 1,000, or 0.5 above the average. 
causes numbered 64,962, equivalent to a rate of 13.0 per 1,000, 
ur 0.7 below the average. The excess of births over deaths— 
25,732—-was the largest since 1931. The number of deaths 
from the principal infectious diseases was exceptionally low: 
only 1,060 deaths were certified as due to one or other of these 
conditions. The lowest number previously recorded was 1,825 in 
1938. The death rate from all forms of tuberculosis was 80 
per 100,000, and 61 from respiratory forms. The rates for 1941 
and 1940 were 83 and 80 for all forms, and 62 and 61 for 
tuberculosis of the respiratory system. . 


The Week Ending March 6 


The returns for infectious diseases in England and Wales’ 


during the week included the following: scarlet fever 1,928, 
whooping-cough 1,876, diphtheria 827, measles 19,200, acute 
pneumonia 1,450, cerebrospinal fever 91, dysentery 68, para- 
typhoid 7, typhoid 2. Deaths from influenza registered in the 
great towns numbered 79. 


Deaths from all: 


: No. 8 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Feb. 27. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 


A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1943 1942 (Corresponding Week 
Disease 
Cerebrospinal fever .. | 103 3 26 4] 164) 35 9 
1 
Diphtheria aid we 813 44) 225; 126) 40 859} 25) 213) 53) 14 
Deaths aid a 24 1 3 4 2 7 a 2 1 1 
Dysentery 96 11} 24 3; — 13% — 
acute 1 _ 4 1; — 
Deaths 
Erysipelas 765 #3) 6 47 6 3 
Infective enteritis or 
_* diarrhoea under 2 
Deaths ae as 45 7 6) 16 4 28 1 6-12 — 
Measles .. | 20,882) 1,361) 448 8} 74] 2,335) 178] 196) 85 8 
Deaths 22 1 2; 7 | — 1 


Ophthalmia neonatorum 79 3} 20 1 1 72; 4) 20 ai 
Deaths 


Paratyphoid fever .. 6 — |— — 
Deaths 


Pneumonia, influenzal* 1,373 57| 26) 16 
Deaths (from influ- 
enza) 87 17) .10) — 2 #9 10° #1 2 


Pneumonia, primary .. 452| 25 292) 19 
Deaths 17; 19 50 13) 12 


Polio-encephalitis, acute 2 1 1; — 
Deaths 


Deaths 


Poliomyelitis, acute .. 3; — 1 2— 8 
4 


Puerperal fever 
aths eo 


Puerperal pyrexia... 180) 15) 14 2 175; 19} 23 1 
Deaths we . 


Deaths 


Scarlet fever 288} 46) 65] 


aths 


Typhoid feverft 3 
Deaths 


Typhus fever. .. 


1,786 136 171} 29} 1,315, 129, 43) 20 
12; 3} — | 


Whooping-cough 
Deaths 


. 


Deaths (0-1 year) .. 422, Si] 73) 63; 25 394; 36) 65) 32 
Infant mortality rate 
(per 1,000 live births) 


| 

| 

Deaths (excluding still- 

births) .. .. | 5,004, 755; 707) 293) 145) 
Annual death rate(per 

1,000 persons living) 15-9| 19-3) t 


6,483, 744) 887) 296 


5,836; 888) 257) 171 


16:9, 17-2} 
5,495, 548) 236) 254 
t 


Live births 
Annual rate per 1,000 
persons living .. | 18-1 24-0 t 


Stillbirths 232| 26) 32 232 
Rate per 1,000 total 
births (including 
stillborn) .. 


27 


35 36 
| 


* Includes primary form for England and Wales, London (administrative 


~ county), and Northern Ireland. 


t Includes paratyphoid A and B for Northern Ireland. 


t Owing to evacuation schemes and other movements Of population, birth and 
death rates for Northern Ireland are no longer available. 
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ANY QUESTIONS 
Calcium in Pregnancy . 
Q.—Is the use of calcium in pregnancy still recommended ? Many 


obstetricians seem to think that it may prolong pregnancy and harden 
the foetal skull. 


A.—During the last two trimesters of pregnancy there is an 
increased need for calcium. This can and should be obtained from 
food. Milk and cheese are the best sources of calcium, green vege- 
tables less so. It is essential that pregnant women take their full 
ration of these in some form or other. The ideal amount of milk 
would be a quart a day, since this would meet all requirements for 
calcium and phosphorus. There is some evidence from America 
that too much calcium and vitamin D may lead to early calcification 
in the foetal bones. I do not know of any evidence that pregnancy 
is prolonged through hardening of the foetal skull because of this. 


Treatment of Chilblains 
Q.—What is the best treatment for chilblains ? 


A.—Erythema pernio is the outward sign of the inability of the 
skin, including its small blood vessels, to adapt itself to low 
temperatures. The endocrine glands, through the vegetative nervous 
system, control the skin vessels, which play an important part in 
the regulation of the heat of the body. It cannot be said that there 


- is any “ best treatment ” of chilblains. It is more important to treat 


the patient who has the chilblains. In some cases there may be 
endocrine imbalance, and administration of dry thyroid extract in 


doses of 1/2 to 1 gr. twice daily may do the trick. Where chilblains | 


and amenorrhoea coexist in a girl, both conditions may respond to 
an oestrogenic hormone. A high protein diet will increase the 
metabolic rate and production of body heat, but wartime restrictions 
make it difficult to obtain such a diet. If the endocrine imbalance 
is secondary to emotional disturbance, then the latter may be 
assuaged by sedatives. It appears that in some cases septic or 
tuberculous foci are of aetiological significance. Many cases have 
cleared up after administration of vitamin D and calcium. Some 
cases, too, have responded to vitamin P. General measures, such as 
massage, exercise, physiotherapy, and ultra-violet light therapy, will 
improve metabolism and the peripheral circulation, but it is obvious 
that the practitioner would not be likely to advise these unless the 
chilblains were severely handicapping the patient and were unrespon- 
sive to the other measures. As to local treatment, the extremities 
should be kept warm, and if the lesions itch the following paint can 
be applied: phenol liq. m x, tr. iod. mit. m Ix, and aq. camph. to 
1 oz.; ung. iod. denigres. may be applied to the broken chilblains. 


Allergy to Liver Extract 


Q.—A patient suffering from pernicious anaemia has been given 
injections of three of the most reliable preparations of liver extract 
with the same result—namely, severe allergic reaction with shock and 
urticaria. The only preparation which did not produte a reaction 
of the kind is now unobtainable. I am told that there are now no 
oral liver preparations made. Can anyone advise me how to continue 
to treat the case in the circumstances and whether it is possible to 
desensitize with fractional doses of a parenteral liver extract ? 


A.—Desiccated stomach is in fairly free supply and is specifically 
intended for patients who are unable or unwilling to take liver by 
injection. Concentrated preparations of stomach are usually more 
acceptable than plain desiccated stomach. They are palatable, and 
the maintenance dose is of the order of 5 grammes a day. Successful 
desensitization has been reported in liver allergy. A standard intra- 
muscular liver extract is used and an injection is given daily, the 
doses on successive days being 3 m., 5 m., 7 m., 10 m., 13 m., 17 m., 
20 m., 25 m., 35 m. When the final dosage has been reached the 


interval between injections may be increased until the patient is J) ; 


receiving 2 c.cm. a fortnight. A preliminary skin test should be 
made with the liver extract, and if there is a very strong cutaneous 


reaction thé extract should be diluted tenfold or more with saline — 
“and the course of treatment lengthened accordingly. 


Swollen Legs: Cause Unknown 


Q.—A girl of 20 consulted me on account of extreme swelling of 


the legs from ankle to thigh. The swelling appeared to be a thicken- 
ing of the subcutaneous tissues. There was no oedema and no dis- 


coverable vascular abnormality. The swelling had been present since 


the commencement of her menstruation and was said to be worse at 
her menses. It had also been made worse by excessive standing at 
her work during recent months. There was no swelling of her arms 
and no other abnormality was detected. Is there any help to be 
given in diagnosis and treatment ? 


A.—This condition is not very uncommon and unfortunately does 
not respond very satisfactorily to treatment. It seems to be a local 
expression of dyspituitarism, and, as in the present instance, is often 
associated with the menstrual cycle. Combined treatment by 
pituitary and thyroid helps to relieve in some cases. 


INCOME TAX 
Income from Property in Dublin 


D. explains that until recently his wife’s income from property 
in Dublin was assessed on the “ annual valuation ’’ for purposes of 
British income tax; it has now been assessed on thé basis of the 
“ profit ” derived from the property. Is this correct? 


*," Yes. The tax is chargeable upon ‘the full amount of the 
profits or gains . . .” of the year preceding the year of assessment. 
Tax would be charged on the “ annual valuation ” if it was unlet 


but retained for the use of the owner—e.g., as an alternative | 


residence. 


LETTERS, NOTES, ETC. 
Sedimentation Rate 


Dr. L. A. Winpsor-McLean (St. George District Hospital, 
Kogarah, N.S.W.) writes: It has occurred to me after reading Dr. 
Della Vida’s article on the sedimentation rate and the sedimentin 
index (Sept. 5, 1942, p. 278) that a perhaps easier, more accurate 
and geometrically correct method of measuring the sedimentation 
rate during the ‘ period of constant fall’ would be to lay down 
the straight-line curve which most nearly fits the experimental curve, 

” 
and then, instead of measuring and calculating the factor — ss 9 as 
suggested, rather with a protractor measure the angle which this 
straight-line curve makes with the abscissa. By looking up a book 
of mathematical tables the natural tangent of this angle will, as is 
obvious from elementary trigonometrical considerations, give 


a The measurement of the tangent of 


straight out the figure 


the angle which it makes with the abscissa is the usual method 
adopted in co-ordinate geometry to measure the slope of a curve. 
The method has been adopted at this hospital and found convenient. 


Perforated Gastric Ulcer at 19 


Dr. Davip Ky Le (Brecon) writes: A soldier was recently admitted 
to the Breconshire War Memorial Hospital on his nineteenth birth- 
day with a provisional diagnosis of “ peritonitis. ” He had had vague 
abdominal pain for five days, culminating in an acute attack of 
vomiting accompanied by generalized abdominal pain two hours 
before his admission to hospital. Before that he had not reported 
sick, The previous history was uneventful; he was of the athletic 
type and had been Victor Ludorum at his school. Laparotomy 
revealed a perforated acute ulcer, with no surrounding induration, 
on the anterior aspect of the lesser curvature of the stomach, about 
three inches from the pylorus. It was easily accessible and easily 
repaired. The unusual feature is the youth of the patient, which 
made the diagnosis seem almost fantastic until the perforation was 
actually seen No statistics are available to me, but a perforated 
peptic ulcer at so early an age must be rare. It would be interesting 
to know what the records show. 


External Application of Opium 


Dr. J. McLaren (East Kilbride) writes: “‘ The addition of opium 
to preparations applied externally is stated to be useless ” (Martin- 


-dale’s Extra Pharmacopoeia, 2\st ed., 1, 699). I must say that 


that is not my experience, and I would welcome views from 
colleagues on the subject. Both subjectively and objectively I have 
found a few drops of laudanum relieve a severe earache. Lot. 
plumbi ¢ opio I have also found effective in herpes zoster, urticaria, 
pruritus, and haemorrhoids. 
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